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ABSTRACT 
 
The purpose of this study was to determine how pain in PLHIV on community home 
based care programme was managed using the Roy adaptation model (RAM) as the 
theoretical framework.  
 
This study used a descriptive mixed method research design which allowed for the 
research topic to be investigated and described in terms of both narrative qualitative 
accounts and descriptive statistics. A sequential exploratory approach was adopted in 
which qualitative data collection was conducted in the initial phase followed by 
quantitative data collection. Ten qualitative interviews, guided by the components of the 
RAM were conducted in the initial phase and a structured interview schedule 
(questionnaire) partially based on the result of the qualitative phase and (which was 
also structured in accordance with the RAM) was administered to 120 respondents who 
met the inclusion criteria of being on CHBC. Convenience sampling was used to select 
study participants and respondents in both phases of the study.  
 
Peripheral neuropathy was the most common pain syndrome experienced by patients. 
More females suffered numbness/tingling sensation of toes, followed by chest pains 
than their male counterparts. Pain experienced was moderate to severe which was not 
treated effectively.  
vii 
 
The study findings could assist health care providers, policy makers and researchers to 
invest into improving pain management for PLHIV, strengthen education of patients and 
their primary caregivers on the causes of pain and modalities to employ for pain relief 
and implement palliative care guidelines for PLHIV.  
 
 
KEY WORDS: adult, human immunodeficiency virus, HIV-related disease, home based 
care, acquired immunodeficiency syndrome, pain, pain management, people living with 
HIV, Roy adaptation model, stimuli 
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CHAPTER 1 
 
ORIENTATION TO THE STUDY 
 
1.1  INTRODUCTION 
 
Pain is a common symptom experienced by people living with HIV (PLHIV). The 
intensity and prevalence of pain in HIV-related illnesses usually gets worse as the 
disease advances (Cucciare, Sorrell & Trafton 2008:340; Mosoiu, Ryan, Joranson & 
Garthwaite 2006: 2110; Nair, Mary, Prarthana & Harrison 2009:69; Peltzer & 
Phaswana-Mafuya 2008:5). 
 
Pain has diffuse impacts on the quality of life of PLHIV. The pathophysiology of AIDS 
involves, to a great extent, the central or peripheral nervous system which causes 
severe physical pain. People living with HIV also suffer from sleeplessness, depression, 
anorexia, loss of concentration and general deterioration both as a result of pain and 
factors, such as sleeplessness, intensifying pain. 
 
There are three main factors which are related to pain in HIV, namely:  
 the direct effects of HIV on the central and peripheral nervous system 
 effects of therapies such as antiretroviral treatment (ART) 
 factors related to opportunistic lesions and infections of the syndrome or its 
treatment such as low back pain which is common in the general adult population 
(Aouizerat, Miaskowski, Gay, Portillo, Coggins, Davis, Pullinger & Lee 2009:126; 
Nair, Mary, Prarthana & Harrison 2009:68). 
 
The current study investigated pain as it is experienced and is treated by persons living 
with HIV (PLHIV). The Roy Adaptation Model (RAM) guided the study. A thorough 
literature review and an initial qualitative component lead to the construction of a self-
designed interview schedule, reflecting all the constructs contained in the RAM. 
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According to the Botswana third AIDS Impact Survey of 2008 (BAIS III), the estimated 
number of people living with HIV stood at  316 800 out of 1.8 million (17.6%)  with a 
significant gender dimension showing that more females are infected with HIV as 
compared to their male counterparts (Botswana Ministry of Finance and Development 
Planning (BMFDP) 2010:46, Botswana‟s Ministry of Health MOH (MOH) 2009:13; MOH  
2012a:7; Botswana United National General Assembly Special Session on HIV and 
AIDS (UNGASS) 2010:2). 
 
 
1.2    BACKGROUND INFORMATION  
 
In order to contextualise the study, it is important to know something about Botswana as 
a country, its health care system and the impact of the HIV and AIDS epidemic on the 
people of Botswana, known as the Batswana. 
 
 
1.2.1  Botswana, An Overview 
 
Botswana is a landlocked country in the central southern part of Africa. With an area of 
582000 square kilometres it shares borders with Zambia to the north-east, South Africa 
to the south and south-east and Namibia to the north and west. Botswana is 
administratively divided into 30 districts (BMFDP 2003/04-2008/09:2) as shown in 
Figure 1.1. 
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Figure 1.1: Map of Botswana‟s districts and main roads (Department of Surveys 
and Mapping 2011) 
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1.2.2  Population and demographic context 
 
With a population of 1.8 million (BMFDP 2009:13; BMFDP 2010:46; BMFDP 2010:11; 
UNGASS Report 2008–2009:2) Botswana is a sparsely populated country. The 
population is mainly concentrated along the eastern corridor, where there is fertile 
arable land due to adequate rainfall in the area. Botswana‟s population distribution is 
therefore skewed and Botswana thus has one of the world‟s most atypical settlement 
patterns.   
 
Traditionally, the Batswana have three abodes; the village dwelling or homestead which 
is often the principal home, the cattle post for cattle farming, and the lands area for 
arable farming.  Some people have a fourth abode in towns/cities. Mobility between any 
of the three rural spheres of domicile and the rural areas is customary and frequent.  It 
is therefore difficult to discern rural from urban people. The movement of Batswana 
between different homes has a negative impact on home-based care because care of 
the sick is left to the young children and to the elderly who are often unemployed.  
 
1.2.3  Socio-economic context  
 
Botswana has been politically stable since it attained independence from England in 
1966.  This stability has supported an uninterrupted period of steady socio-economic 
and infrastructural development.  Road communication is well developed, facilitating 
population movement as well as transporting goods and services from the northern 
neighbouring countries of Zimbabwe and Zambia, to South Africa and to the South 
African harbours. As shown in the map in (Figure 1.1), the main roads from Zimbabwe 
and Zambia, via Botswana to South Africa, run along the more densely populated 
eastern part of Botswana. Long distance truck driving, which is a common route for HIV 
infection transmission in many countries, is also a prominent feature in Botswana 
(International Organisation for Migration 2012; Botswana Ministry of Transport and 
Communications 2010). The truck drivers provide a flourishing business for sex workers 
who meet their clients at strategic sites where they usually stop over for the night. The 
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same part of the country is also where people are highly mobile moving to and from 
towns and villages looking for jobs.   
 
1.2.4  Botswana’s health care system  
 
Botswana‟s public health system consists of health facilities which are largely owned or 
supported by the government, as well as facilities, such as mine hospitals.  The main 
curative referral facilities are different kinds of hospitals.  These consist of three referral 
hospitals, six district hospitals, 16 primary hospitals, 243 clinics, 340 health posts and 
810 mobile stops (BMFDP 2003/04-2008/09: 305). 
 
Of the 12 district hospitals, seven are operated by the government, two by mission 
organisations and three by mining companies. Mission hospitals have been up-graded 
to the same operational standards as government facilities.  Primary hospitals are 
designed to duplicate, on a small scale, most of the curative functions provided in 
district hospitals, and to provide sound PHC, and referrals.  Both these types of 
hospitals refer patients to the three referral hospitals namely; Princess Marina Hospital 
in Gaborone, Nyangabgwe Hospital in Francistown and Lobatse Mental Hospital in 
Lobatse. A wider range of clinical specialities and more advanced diagnostic facilities 
are available in referral hospitals than in any other health institutions in the country. 
 
Private hospitals include the Gaborone and Bokamoso private hospitals, which offer 
state of the art oncology treatment and an expanded radiology department.  There are 
many private medical practitioners (both western biomedical sciences oriented and 
traditional), while a number of private medical rescue services and medical aid schemes 
are also available.  Non-governmental organisations such as medical missions and 
large companies also provide health services, complementing the health-related 
activities of the MOH and the local authorities. 
 
The PHC system is run mainly by local authorities through the health management 
teams (DHMTs) and a network of clinics, health posts and mobile stops.  Health posts 
6 
 
are staffed by health assistants, formerly family welfare educators, whose educational 
qualifications are limited to a primary school leaving examination certificate (after 
successfully completing seven years of primary schooling). These health workers are 
trained on family health issues and serve as the community‟s first point of contact and 
referral to higher-level health posts on a regular basis and also serve as a complement 
to the work of the nurses.  The next level in the health care system is provided at clinics, 
where nurses cover a wider range of health education and provide a full range of 
preventive and curative care.  Specialists also plan and organise programmes for oral 
health, mental health and prevention of blindness at this level.  A rehabilitation division 
for disabled persons has been set up to deal with the problem of the disabled and the 
services are usually integrated into the existing health programmes under the auspices 
of PHC (MOH 2005:9). 
 
1.2.5   Background of the study  
 
The last two decades have witnessed the gradual expansion of the HIV and AIDS 
epidemic in virtually all communities in all parts of the world. Since the beginning of the 
pandemic, an estimated 33.4 million people globally have been infected with HIV, of 
whom more than 2 million have died of AIDS during 2008 alone (UNAIDS/WHO 2009 
cited in MOH 2009:13). 
 
The first case of AIDS in Botswana was diagnosed in 1985 and since then there has 
been an emergent and rapid spread of HIV-related infections in the country. The 
epidemic was initially concentrated in the urban areas but the gap between urban and 
rural infection has since narrowed. According to Botswana‟s MOH (2009;13, Botswana 
UNGASS Report 2010:7), Botswana‟s small population of about 1.8 million had an HIV 
prevalence of 33.7% in 2007 among women aged 15-49 years and antenatal attendees 
and 31.8% in 2009 which is among the highest in the world. A study by the National 
AIDS Coordinating Agency (NACA) in Botswana projected that by 2009 there would be 
about 331 432 adults aged 15 and older living with HIV in Botswana. 
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Botswana became the first country to provide comprehensive ART  to citizens free of 
charge in 2002 and  the programme is available in 30 hospitals and 130  satellite clinics  
with some services outsourced to private medical practitioners (Botswana UNGASS 
Report 2010:28). Most patients who qualify for ART are receiving effective ART which 
has resulted in excellent control of the disease and as at December 2010 the NACA 
recorded 161 219 people on highly active antiretroviral therapy (HAART) with a 
cumulative number of deaths while on highly active antiretroviral therapy (HAART) at 17 
139 since the inception of HAART in 2002 (E Bolotse February 2011:17-18). Although 
some people on HAART experience pain, either from the disease itself or from the side 
effects of medication, most of them are pain free. However, literature confirms that 
some PLHIV can experience pain resulting from HAART (MOH 2008:100). 
 
The AIDS pandemic has brought the need for home-based care to the forefront as the 
situation proved impossible to manage the large number of AIDS patients, in the 
existing health care facilities and maintain a high quality of service. Community home-
based care (CHBC) is the approach towards this problem. Community home-based 
care refers to the care given to individuals in their own homes, by their families, 
supported by health professionals and communities to meet their physical, spiritual, 
material and psychosocial needs (Odek & Oloo  2007:2; MOH 2005:3; MOH 2008:9; 
MOH 2007:II).   
 
This programme forms the cornerstone of Botswana‟s efforts to relieve overcrowding at 
health facilities, which resulted from increased morbidity due to the HIV and AIDS 
epidemic.  It also brings the community as active partner into the national response to 
the epidemic, thus ensuring grassroots participation and meaningful contributions from 
various stakeholders. 
 
The NACA Report on Programme Performance 2010 shows that during the period 
January to March 2010 the number of CHBC clients stood at 1517 compared to the 
1632 recorded in October to December 2010. This is a 7.0% decline on the numbers 
reported in the last quarter (October to December 2010). Overall, the decreasing 
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number of registered and supported CHBC patients for the past six quarters can be 
attributed to the continued weaning of some people from the programme. 
 
In Botswana, the target group for the home-based care programme is any PLHIV or any 
other chronically ill patient. Home-based care has been chosen as the best method to 
care for most people with terminal illnesses because the extended family is traditionally 
the greatest resource of care for persons who are in need of care and it was seen as 
the most effective and holistic type of care that was built on the existing family 
structures. The family is in most cases available and capable of sharing responsibilities 
of care with social welfare officers and nurses. 
 
The aim in Botswana is presently to change the view on a HIV+ diagnosis as a death 
penalty to that of a chronic disease. The impact of the epidemic on existing health 
services is so costly that limited resources are available for other health-related issues. 
Consequently, the approach to this health challenge in Botswana is that of PHC via 
home-based care. The philosophy of home–based care is to assist patients and their 
families to enjoy every day to its fullest, and this, in the case of AIDS, certainly involves 
pain control. 
 
Anecdotal evidence from the region demonstrates that the vast majority of people with 
AIDS prefer to be cared for at home where they feel less stigmatised, instead of in a 
formal setting such as a hospital. Patients also prefer to die in a home environment in 
the presence of their family members and significant others (Odek & Oloo 2007:7; 
Uwimana & Struthers 2007:580). The peace of mind that goes with the reassurance of 
dying at home, in the presence of friends and family is through assistance of home-
based care. 
 
Studies which have been done internationally reveal that pain, mostly severe pain, is 
prevalent in PLHIV and common at all points of the disease (Selwyn, Rivard, Kappell 
2002; Tsai, Hsiung & Holzemer 2002). There appears to be limited research on pain 
experiences of PLHIV, and the accompanying management of pain by lay and 
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professional health care workers within the home-based care programme in Botswana. 
In some of the studies conducted in other countries, such as Senegal, Zambia and 
South Africa, pain prevalence estimates range from 35%  to 45% which may increase 
from 50% to 90% (Narasimoolo, Naidoo & Gadebe 2011:71; Peltzer & Phaswana-Mafuya 
2008:4). These ranges are from informants‟ indications on a pain rating scale ranging 
from no pain to the worst possible pain one could suffer. Researchers on PLHIV pain 
maintain that there is under assessment, and under treatment of pain for the prevalence 
estimated range, which differs from that experienced in the field (in practice). Hence, 
there is a need to explore pain experiences in PLHIV on the CHBC programme and how 
they perceive pain management strategies employed in Botswana.   
 
It is acknowledged in this study that pain is a complex phenomenon of a highly 
subjective perceptive nature, influenced by many factors. Pain in HIV-related disease is 
said to be related to effects of HIV on the central or peripheral nervous system, 
compromised immune system and side effects of drugs (Hitchcock, Meyer & Gwyther 
2008:889). Globally, pain suffered by PLHIV reportedly results from various causes 
including the disease itself, ART and from other causes not related to the disease such 
as low back pain which is common among the general adult population (Aouizerat, 
Miaskowski, Gay, Breitbart;   Portillo, Coggins, Davis, Pullinger & Lee 2009:126) 
 
Though the complexity of factors related to pain in HIV contribute to its under 
assessment and under treatment, health care professionals, patients and caregivers 
have been observed to contribute to the gross mismanagement of pain in HIV-related 
disease by not reporting patients‟ pain levels, and/or a tendency to deny patients pain 
relieving medications because of a fear that HIV patients will become addicted to pain 
killers (International Association for the study on Pain 2007; Uwimana & Struthers 
2007:587).  Knowledge deficits concerning all matters relating to pain and pain control 
among health professionals, patients and home caregivers is another factor contributing 
to gross mismanagement of pain in HIV-related infections. Many health facilities might 
not have pain assessment tools. Literature revealed that health professionals have 
knowledge deficits relating to pain in HIV and AIDS, and about its management. Often 
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pain reported by these patients was not documented. Time availed for patient contact 
and interactions with their doctors appears to be inadequate to allow for any 
conversations pertaining to pain and care was therefore fragmented and patients‟ pain 
levels were not assessed, nor reported, nor treated. Patients were also not educated 
about pain assessment and management and patients continued to hold on to their 
myths about addiction when taking treatment prescribed for pain and did not report 
when they were in pain. Family caregivers were also not educated about pain and 
denied patients pain medications and were also not conversant with non-
pharmacological measures to relieve pain (Ludwig & Chittenden 2008; Selwyn 2006).  
 
The researcher has experience in caring for PLHIV in various settings in Botswana. The 
observations made by the researcher are that PLHIV can suffer some form of pain. Pain 
is subjective and the individual experiencing pain should be seen as the authority on 
his/her pain and as the only one who can define the experience. PLHIV experience 
physical pain from affected body structures, and emotional/psychological pain resulting 
from feelings of being incapable and unable to relate with significant others. PLHIV also 
feel pain of undergoing physical changes. It is also revealed that pain experienced by 
PLHIV is not a purely physical phenomenon, nor can it be said to be purely 
psychological. 
 
1.3  RESEARCH PROBLEM AND QUESTIONS 
 
The statements of the problem and research questions are discussed to illustrate the 
feasibility of the study in relation to the existing body of knowledge on the phenomenon 
under study. 
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1.3.1  Statement of the problem 
 
The Botswana National HIV and AIDS Policy (2012b:14) is committed to providing 
“universal access to comprehensive HIV and AIDS treatment, care and support” and it 
is assumed that issues of pain management are implied.   Complementary to CHBC, 
which was launched in the advent of HIV and AIDS in 1995 (Botswana UNGASS Report 
2008:24), the MOH has also in 2008 developed a palliative care curriculum and 
guidelines to be provided through the CHBC programme. Palliative care aims at 
relieving patients „suffering; including pain control (MOH 2008:3). Pain management for 
CHBC should be guided by the World Health Organization‟s (WHO) analgesic ladder as 
outlined for mild, moderate and severe pain. However, the observation made by the 
researcher was contrary to this, as patients who reported pain were given paracetamol 
tablets and reassured that their pain would decrease when on HAART. 
 
In addition to this, the Government of Botswana‟s well intended ART programme also 
has negative bearing on the pain experienced by PLHIV.  It has been found that some 
pain suffered by PLHIV results from ARVs (Brechtl, Breitbart, Galietta, Krivo & 
Rosenfeld 2001; MOH 2008:100). The neurological damage caused by HIV could also 
contribute to the natural progress of the disease and the correlated increase in pain 
intensity. Pain syndromes, such as headaches, might be a side- effect of ARVs such as 
AZT and nifedipine (MOH 2007:100; Hitchcook, Meyer & Gwyther 2008:889;  Daniels, 
R, Nosek, & Nicoll 2007:180). 
 
Reporting pain by PLHIV in Botswana might not be easy because this might reveal the 
HIV+ status of the person. HIV is still stigmatised in Botswana (Littlewood, Vanable, 
Cacey & Blair 2008:145; Vanable, Cacey, Blair, Rae & Littlewood 2006:473). Cultural 
beliefs also inhibit reports of pain because it is believed that pain should be endured as 
a sign of bravery as confirmed by Stellenberg and Bruce (2007:643) and Berkley (1997) 
cited in Stellenberg & Bruce (2007:643). These authors also maintain that men are able 
to tolerate more pain than women because they were socialised to be brave, and 
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women to be expressive of pain. Christenson and Cockrow (2011:395) also confirmed 
the role culture plays in pain experience. 
 
Factors contributing to pain mismanagement in HIV-related conditions are related to 
either the health care provider, the patient or the health care system (Littlewood, 
Vanable, Cacey & Blair 2008:145; Nair, Mary, Prarthana & Harrison 2009:69; Mosoiu, 
Ryan, Joranson & Garthwaite 2006:2113). Problems, relating to health care providers, 
include inadequate knowledge of pain management, poor assessment of pain, concerns 
about regulations of controlled substances, fear of patients‟ addiction to pain controlling 
drugs, concerns about side effects of analgesics and concerns about patients becoming 
tolerant to analgesics (International Association for the Study on Pain 2007; Ludwig & 
Chittenden 2008 ; Swica & Breitbart 2002). 
 
Problems relating to patients include: reluctance to report pain which may be due to 
patients‟ concerns about distracting physicians from treatment of underlying diseases, 
fear that pain means the disease is getting worse and concerns about not being a good 
patient. Patients might also be reluctant to take pain medications because of fear of 
addiction or of being regarded as an addict. Worries about unmanageable side effects 
and concerns about becoming tolerant to pain medications can also hinder effective 
pain management (Ludwig & Chittenden 2008; Mosoui, Ryan, Joranson & Garthwaite 
2006:2113). The researcher has come across patients who explained that they did not 
report pain because nothing was done to relieve the pain and there was no way they 
could run away from pain  
 
Barriers to pain management due to problems relating to the health care system include 
factors such as low priority given to AIDS patients‟ treatment, inadequate 
reimbursement from medical aid schemes or the most appropriate treatment being too 
costly for patients and their families, and restrictive regulation of controlled substances 
(Mosoiu, Ryan, Joranson & Garthwaite 2006:211). According to the Botswana Drugs 
and Related Substance Act (2002:16) nurses and midwives have limited power to 
prescribe strong pain medications and could only dispense drugs which were ordered 
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by a medical practitioner. The main problem amidst all of this is that the Botswana 
National HIV and AIDS Policy (2012) does not address pain management as an 
important care issue in PLHIV. 
 
 
Table 1.1 summarises the main factors involved in pain management in Botswana and 
provides an indication of what follows in the rest of the thesis. 
 
TABLE 1.1  SUMMARY OF FACTORS INVOLVED 
IN PAIN MANAGEMENT 
 Government non emphasis on pain management 
 Patho-physiology of the disease/syndrome with 
neurological damage 
 Side effect of ART 
 Inability to report pain on the part of the patient 
 Stigmatisation 
 Batswana traditional practices 
 Poor pain assessment on the part of health care 
workers 
 Knowledge deficit on the part of family caregivers 
 Impaired mental/physical state 
 
 
1.3. 2    Research question 
 
With the multi-dimensional problem of pain and pain management in PLHIV in 
Botswana, the following overall research question for the study was formulated: 
 
How do PLHIV on home-based care experience and manage pain?  
 
The study endeavoured, within the theoretical structure and guidance provided by the 
Roy Adaptation Model (RAM) to determine how PLHIV manage their pain and the 
specific  questions addressed by the study are outlined  in detail on Section 4.2.1 and 
4.2.2   categorised under the qualitative and the quantitative phases on the study.  
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1.4   AIM OF THE STUDY 
 
The aim of the study entails the rationale and objectives of undertaking a research 
project. 
 
1.4.1 Purpose of study  
 
The purpose of a study refers to the goal of undertaking a research project (Brockopp & 
Hastins-Tolsma 2006:16; Johnson & Christenson 2012:73; Polit & Beck 2006:116). To 
provide for the research question to be answered, the purpose of research is to say 
exactly what the researcher intends to do to answer the research question. This study 
therefore sought to determine how pain in PLHIV was managed and come up with 
recommendations to improve pain management in PLHIV. To assist the research in this, 
the Roy Adaptation Model (RAM) was utilised. 
 
1.4.2 Specific Objectives 
 
Objectives of a study derive from the aim of the study or the accomplishments the 
researcher strives to achieve by undertaking the study (Brink 2006:80; Polit & Beck 
2006:112). The specific objectives for the current research were to: 
 explore pain experiences of PLHIV  on home-based care 
 explore the modalities of pain relief and treatment implemented by PLHIV  on home- 
based care 
 identify factors influencing pain management 
 attain these purposes within the theoretical guidance provided by Roy‟s Adaptation 
Model (RAM). 
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1.5  SIGNIFICANCE OF THE STUDY 
 
The significance of research refers to the explanation of why the study was important 
and how it contributes to the existing base of knowledge or current practice (Brink 
2006:61; LoBiondo-Wood & Haber 2006:51; Polit & Beck 2006:25). The researcher 
found a need to undertake the present study to understand the experience and 
management of pain better in an attempt to propose solutions to pain management in 
HIV-related conditions.                                                                                                                                                                                                                                                                                                                                                                                                                                                                          
 
The Botswana National HIV and AIDS Policy (2012) does not address pain 
management as an important care issue in PLHIV. The outcome of the present study 
could influence formulation of policy on pain management in HIV-related infections and 
further seek to enforce the implementation of palliative care guidelines in managing pain 
for chronically ill patients, including PLHIV, to control their pain which is often described 
as “severe” (Aouizerat et al 2010:130: Breitbart et al 1996 cited in Aouizerat et al 2010; 
International Association for the Pain 2007:1).  
 
Descriptions of pain as experienced by PLHIV provide data on which to base nursing 
practice in the health care of PLHIV in Botswana. Description entails the presentation of 
a detailed and highly accurate picture of subjects in a situation (Babbie 2010:3; Corbin 
& Strauss 2008:54; Neuman 2007:16). Research-based descriptions of pain 
management of PLHIV on home-based care in Botswana would equip nurses with 
knowledge and skills needed to work more effectively with PLHIV in order to improve 
patients‟ quality of life by managing their pain levels more effectively. Caregivers also 
need to be able to recognise that their patients are in pain and likewise patients should 
understand the importance of reporting pain. 
 
The long-term vision for Botswana, Vision 2016, aims to build a “compassionate, just 
and caring nation”. Botswana intends to “take action to alleviate the suffering” caused 
by AIDS (Presidential Task Force Vision 2016:76). This “suffering” includes pain 
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alleviation in PLHIV.  It is anticipated that the results of this study could assist health 
policy decision makers towards the adoption of the WHO‟s three ladder approach in 
management of pain in PLHIV alluded to in palliative care guidelines.  
 
The WHO pain ladder could be more skillfully implemented if more is known about the 
current way in which the pain of PLHIVs is being treated. The WHO pain ladder is made 
up of three steps, Step 1 explains how mild pain is managed and Step 2 is employed 
when pain continues and increases in intensity to moderate levels and Step 3 is for the 
management of severe pain. The guidelines further show that for Step 1 a patient is 
given a non-opiod analgesic, like paracetamol, and an adjuvant drug like an 
antidepressant may be given. An adjuvant analgesic is a medication which is not an 
analgesic per se and when given with or without an analgesic “contribute significantly to 
pain management” (MOH 2007:77; Lilly, Collins, Harrington, & Snyder 2011:151). 
Adjuvant analgesics are described as  “drugs with a primary indication other than pain 
that have analgesic properties in some painful conditions” (Lussier, Huskey & Portenoy 
2004:571). Examples of adjuvant drugs are antidepressants and corticosteroids. For 
Step 2 opioid for mild to moderate pain such as codeine and an adjuvant drug is give, 
and lastly a decision is taken to move to Step 3 when pain of mild to moderate had been 
treated with the highest dose of opioid and the pain is still not controlled. On Step 3 a 
strong opioid and an adjuvant drug may be given (Botswana MOH 2008:21; Cucciare, 
Sorrell &Trafton 2008:341).   
 
Shortage of health personnel limits nurses‟ ability to be directly involved in the home-
care programme at all times. This situation results in patients being cared for by health 
assistants, formally referred to as family welfare educators and volunteers who might 
not have skills and knowledge for assessing and managing pain. These health care 
workers need to be equipped with the necessary skills and knowledge for effective pain 
management and factors that influence pain. It is only when nurses are knowledgeable 
about pain issues that they can impart knowledge to their partners in caring for patients, 
their families and the communities. Both families and nurses could be empowered to 
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advocate effectively for the patients on issues of pain and pain management in HIV and 
AIDS, based on the findings of the study discussed in chapters 5 and  6 of the thesis.   
 
The CHBC programme, as a strategy of providing care for the sick in their natural 
environment, should meet the principles on which a successful strategy is based. 
Botswana, as a country committed to PHC, should adapt services such as the provision 
of essential drugs to a more community-based or decentralised system so that essential 
drugs, such as effective analgesics, become available to all. The Botswana Ministry of 
Finance and Development Planning (2003/04-2008/09) noted that a successful strategy 
is based on equity, accessibility, affordability, availability, effectiveness and efficiency 
and this applies to providing access of pain medications for PLHIV. The study findings 
could therefore contribute to the formulation of policies, which could enable and 
empower nurses to order analgesics at a higher “scheduled” level for patients suffering 
from pain in their homes so that PLHIV cared for in the homes do not live or die in pain.  
 
The researcher has observed that PLHIV suffer pain of varying types and intensities at 
varying body sites that is grossly underestimated and undertreated and that pain in 
PLHIV has been greatly ignored. The results of this study, if implemented, could 
influence the adoption of community-wide standards of care regarding pain 
management, planning and provision of community education on pain management for 
PLHIV and other home-based care patients. Continuous quality improvement teams 
dedicated to pain management could also be composed and trained to ensure that 
standards for pain management are met.  
 
The significance of the study also relates to the recommendations and the conclusions 
and the rationale for having undertaken the research and should be read in conjunction 
with the conclusions and recommendations in Chapter 7. 
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1.6  THEORETICAL FOUNDATIONS OF THE STUDY 
 
The Roy Adaptation Model is the framework guiding this study, and it will be further 
discussed in chapter 2 and its application to the present study in Chapter 3 of this 
report. 
 
 
1.6.1   Overview of Roy’s Adaptation Model (RAM) 
 
 
Roy‟s Adaptation Model (RAM) guided this study. The RAM views the person as a living 
adaptive systems whose behaviours may be classified as adaptive responses or 
ineffective responses to stimuli. These behaviours are derived from the regulator and 
cognator mechanisms. These mechanisms work within the four adaptive modes of 
physiological function, self-concept, role function and interdependence. The adaptive 
responses in relation to the four adaptive modes are promoted using information about 
the person‟s adaptation level, and focal contextual and residual stimuli. Manipulation of 
these stimuli promotes adaptive responses (Creasia & Parker 2007:117; George 
2002:298-299; Roy & Andrews 1999 cited in Polifko 2007:86; Roy & Andrews 1991 
cited in Alligood & Marriner-Tomey 2006:308-309). The RAM is applicable to the current 
study as the concern and focus of the current study were  on pain as stimuli causing 
pain, and the individuals‟ and health care workers‟ responses (adaptation) to both pain 
and its associated stimuli. 
 
The RAM also sees a person as a unique individual who constantly interacts with the 
environment and the person draws what is needed for survival from the environment. 
The person, as an adaptive system, receives inputs from the external and internal 
environment. There are behavioural outputs by the individual that can be both internal 
and external. These can be observed and measured or can be subjective. The output 
behaviours provide a feedback mechanism to the individual as a “system”. The RAM is 
discussed in detail in chapter 2 and the literature review in chapter 3 of this thesis, as is 
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the case with regard to the interview schedules and the presentation of the data, will be 
presented according to the structure of the RAM. 
 
1.6.2   Assumptions 
 
The assumptions underlying the current research are discussed in section 2.6.3 after 
the RAM has been introduced. 
 
1.7     RESEARCH DESIGN AND METHODS 
 
This study combined qualitative and quantitative research methods to explore pain 
experiences as well as pain management modalities in PLHIV on home-based care. A 
combination of the two methods of data collection represents method triangulation and 
was preferred because when the two methods were used they complemented each 
other (Streubert & Carpenter 2011:350; Johnson & Christensen 2012:439; Wiersma & 
Jurs 2009:287). The study collected data from various sources (interview guide, 
observational guide and structured interview schedules), reviewed by experts in the 
area of research. Denzin (1978:308 cited in Wiersma & Jurs 2009:287) further 
maintains that the main feature of triangulation is the “combination of two or more 
different research strategies in the study of the same empirical units”. 
 
1.7.1   Reasons for using combined methods 
 
The current combined methods of qualitative and quantitative research designs 
resembles what Creswell (2011:Loc933; 2014:Loc5141 and Loc5209) refers to as “the 
exploratory sequential mixed methods design. According to Green, Caracelli and 
Graham (1989 cited in Creswell 2014:Loc5497) the purpose of mixed methods research 
includes triangulation in an attempt to seek convergence. Triangulation is one of five 
purposes identified, the other four being complementarity, development, initiation and 
expansion (Creswell 2014:Loc5514). With the use of a mixed methods approach, some 
of the advantages offered by triangulation are also built into the research design. 
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Literature in support of combining qualitative and quantitative designs alludes to the fact 
that when qualitative and quantitative research methods are combined, each one of the 
methods provides data which the other one might fail to provide (Johnson & 
Christenson 2012:429; Polit & Beck 2006:245). The rationale for using this approach 
and how data were collected in the qualitative and quantitative phases are further 
discussed in sections 4.3.2.2 and 4.2.3.3 of the thesis. Both research approaches are 
discussed in detail in sections 4.4 and 4.7 of the thesis. 
 
The present study commenced with qualitative research which collected information 
from PLHIV through interviews about their experiences of pain and by completing and 
observational guide, which was specially developed for this study, with a sample (n=10) 
of PLHIV on CHBC. The findings also provided inputs for the structured interview 
schedule. This was followed by a quantitative phase with a larger sample size (n=120). 
This structured interview schedule also allowed respondents to make any detailed 
comments pertaining to their experiences of pain. Specific questions, in relation to the 
overarching research question outlined in section 1.3.2, are addressed by the two 
paradigms as outlined on section 4.2 of this thesis.  
 
Data for the qualitative and quantitative designs were analysed separately and 
ultimately integrated with each other at the interpretation stage and reporting phases 
presented in chapter 7 of this thesis. 
 
1.8   PHASE 1:  QUALITATIVE RESEARCH 
 
Qualitative research is a research method in which “multiple realities are rooted in 
subjects‟ viewpoints” and takes place in situations that occur in a natural setting (Brink 
2006:10; Streubert & Carpenter 2011:20-21; Wiersma & Jurs 2009:13).  In qualitative 
designs, data are collected in a narrative form such as words or pictures (Johnson & 
Christensen 2012:33; Neuman 2007:7; Wiersma & Jurs 2009:13). This phase of the 
current study: 
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 provided a deeper understanding of pain experienced by PLHIV on home-based 
care  
 enabled the researcher to study behaviour holistically and naturalistically 
 contributed to items for inclusion in the quantitative phase of the study 
 committed the researcher to the subjects by using an observational guide. 
 
The qualitative phase of the study attempted to answer the following research   
questions: 
 How do PLHIV define pain? 
 What are the pain experiences of PLHIV on home-based care? 
 How do PLHIV perceive their pain treatment modalities? 
 What different methods are used by PLHIV to manage their pain? 
 What do PLHIV perceive as factors contributing to effective/ineffective pain        
management? 
 
“Contamination” of data was prevented by not recruiting any of the participants of the 
qualitative phase as respondents into the quantitative research phase. 
 
1.8.1 Target population 
 
The term population also referred to as “target population” refers to the people from 
which the sample is drawn (Burns & Grove 2003 cited in Brink 2006:123; Johnson & 
Christensen 2012:257; Neuman 2007:371). The target population for the present study 
comprised all PLHIV on home-based care in Botswana who agreed to participate in the 
study. 
 
1.8.1.1 Inclusion criteria  
 
Inclusion criteria, also referred to as “eligibility criteria,” are the descriptors that are set 
by the researcher to distinguish who should participate in the study and who should not 
(Brink 2006:124). The study participants comprised adult males and females with sero-
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positive HIV status, registered with the CHBC programme and who were willing to share 
their experiences with the researcher.  
 
1.8.1.2   Exclusion criteria 
 
Exclusion criteria refer to those characteristics that restrict participants from being 
included in the study (Burns & Grove 2009:345; LoBiondo-Wood & Haber 2012:223). 
Respondents who were not mentally sound, very sick and/or who had difficulty in 
expressing themselves were excluded from the study as outlined in section 4.4.2.1 of 
the thesis. 
 
 
1.8.2   Sampling design and sample size 
Sampling refers to the process of selecting a portion of the population to represent the 
entire population (Brink 2006:124; Neuman 2007: Wiersma & Jurs 2009:82). For the 
qualitative phase of the research, the sampling design used was non random or non 
probability sampling, involving convenience sampling. In non random sampling 
elements in the population do not have an equal chance to participate in the study 
(Neuman 2007:141; Wiersma & Jurs2009:342).  
 
The sample size for the in-depth interviews was determined by information redundancy 
whereby during the process of data collection, a sense of closure is reached when no 
new information is forthcoming (LoBiondo-Wood & Haber 2006:156; Polit & Beck 
2006:59; Wiersma & Jurs 2009:246). Eventually ten (10) interviews were conducted. 
Participants in the qualitative phase of the project were not recruited for the quantitative 
phase of the study. 
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1.8.2.1   Data collection instrument 
 
The RAM guided the interview guide (Appendix D) which was designed for data 
collection from PLHIV on home-based care with HIV-related disease. The instrument 
was available in both English and Setswana and all the interviews were done in 
Setswana. The research instruments were developed in accordance with information 
obtained from the literature reviewed and were structured according to the RAM. Details 
are provided in section 4.4 of this thesis. The observation guide (Appendix E), which 
was developed specifically for this study, formed part of the interview guide, and was 
used to capture any observation which needed intervention. Patients shared their life 
stories and experiences of pain. The interviews were structured in such a way that 
notes were easily taken.  No interview was audio-taped as participants were not 
comfortable about audio taping processes. A complete account on this aspect is 
provided in section 4.4.5 of the thesis. 
 
1.8.2.2   Measures to ensure trustworthiness 
 
Brink (2006;118) and Streubert and Carpenter (2011:48)  allude to Guba and Lincoln‟s 
(1985) model of trustworthiness for ensuring the quality of qualitative data. The model 
utilises several criteria, namely; credibility, dependability, confirmability and 
transferability. Prolonged engagement with participants strengthened the relationship 
with them and allowed for investing time for probing in cases where probing was 
required for clarification of interviewees‟ statement and making sound observations 
during the interview. All interviews were translated into Setswana and  English by a 
public relations officer and  a health promotion officer with vast experience in English 
and Setswana translation and the interviews were subjected to validation by a 
professional English–Setswana translator working for the National Assembly (Appendix 
I). This   ensured an audit trail of patients own direct words.  
 
The researcher participated in a home-based care programme two days per week for 
two weeks in the mornings and afternoons prior to undertaking the study to build rapport 
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with patients and their caregivers as well as to demonstrate commitment to caring for 
PLHIV. Measures of trustworthiness and their application to the present study are 
discussed in detail in section 4.6 of the thesis. 
 
1.8.2.3   Data collection  
 
Data were collected in December 2011 in Kweneng and Kgatleng districts. Individual 
interviews were conducted with PLHIV in their own homes to capture the home care 
giving environment. All the interviews were conducted in Setswana and related to the 
patients‟ experiences of pain, organised according to the different components of the 
RAM.  
 
The researcher kept records of all observations made throughout each interview. The 
interviews were conducted in a quiet place in the each patient‟s home where care giving 
took place so that caregivers were able to attend to their patients should the need arise. 
The environment was made conducive when interviewing PLHIV by ensuring that 
patients were comfortable and that some measure of rapport had been established with 
each patient. During the interviews, PLHIV were observed for signs of discomfort and 
were assisted when deemed necessary to do so by the interviewer. 
 
Questions were asked according to the sequence in the interview guide (Appendix D). 
Communication techniques such as intensive probing, reflecting and reformulation 
continued until a point of data saturation had been reached.  Probing refers to a 
technique of asking for clarity to complete the answer to a question (Babbie 2010:277; 
Brink 2006:152; Neuman 2007:192). On completion of the interview, respondents were 
acknowledged for participating in the study and were told that quotations of statements 
of what they said will be used when discussing the findings and appear in the thesis 
which will be shared with key stakeholders such as policy makers, health practitioners, 
researchers and networks of PLHIV. They were also informed that a research report 
(thesis) will be written for the University of South Africa and that one or more articles 
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might get published based on the study‟s findings.  However, they were assured that no 
individual person‟s name would be mentioned in any report. 
 
 
1.8.2.4    Data Analysis  
 
Qualitative data were analysed simultaneously with data gathering to determine when 
data saturation had been reached (Gerrish & Lacey 2006:200; LoBiondo-Wood & Haber 
2006:156; Polit & Beck 2006:59). According to Morse and Field (1995 as cited in Polit 
and Beck 2006:398) qualitative data analysis is “a process of fitting data together, of 
making the invisible obvious, of linking and attributing consequences to antecedents”. It 
is a way of organising and giving meaning to the data. Burns and Grove (2005:733), 
Neuman (2007:329) and Polit and Beck (2006:498) define data analysis in qualitative 
research as “the systematic organisation and synthesis of research data”. 
 
Content analysis was used to analyse narrative data obtained from PLHIV. The findings 
revealed that the major challenge for PLHIV on CHBC was pain of varying intensity 
which was not treated adequately. Pain has negative impacts on well-being as some 
PLHIV might find it hard to walk due to pain. The actual data (evidence) is presented in 
chapter 5 with direct quotations from the patients‟ experiences as narrated by PLHIV 
during the interviews.  
 
1.9   PHASE 2:  QUANTITATIVE RESEARCH 
 
Quantitative research is defined as a research paradigm that relies on numerical data 
(Brink 2006:11; Johnson & Christenson 2012:34) and the principal feature of 
quantitative research is that it is about numbers and statistical analysis.  Quantitative 
research is defined by Burns and Grove (2009:23) as “a formal, objective, systematic 
process in which numerical data are utilised to obtain information about the world”. This 
method is used for the purpose of describing variables as well as to identify their 
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interactions using a large sample with the view of generalising the research findings to 
populations from which the study‟s respondents had been sampled. 
 
The researcher embarked on a quantitative phase of data collection in order to obtain a 
large sample size which was more representative of the study population. The 
quantitative data collection method also intended to validate the qualitative study‟s 
findings, so that they could be used with confidence. This is congruent with Burns and 
Grove‟s (2009:357) and LoBiondo-Wood and Haber‟s (2010:236) recommendation of 
using triangulation of study designs (quantitative and qualitative) to strengthen the 
confidence attributed to a study‟s findings and recommendations. 
 
1.9.1   Target population  
 
The target population, as well as the inclusion criteria for the quantitative phase of the 
current study, were the same as for the qualitative phase as outlined in sections 1.8.1 
and 1.8.2. 
 
1.9.2   Sampling design 
 
A non-probability and convenience sample of respondents was selected to participate in 
the current study. Details on the sampling design are discussed in section 4.4.2 of this 
report.  The study sample was selected from PLHIV in Kgatleng, Gaborone, South East 
and Kweneng districts who met the inclusion criteria as stipulated in section 1.8.2. 
 
1.9.3   Sample size 
 
Data were collected over a period of 9 months, from January 2012 to September 2012 
from PLHIV on home-based care in Kgatleng, Kweneng, Gaborone and South East 
districts recruited to participate in the study. This ensured that the largest sample 
possible was used because it was achievable and produced stronger statistical power to 
show differences between different groups of respondents. Statistical power refers to a 
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situation in quantitative research where a sufficiently large sample is used to enable the 
researcher to detect group differences (Johnson & Christenson 2012:239; Wiersma & 
Jurs 2009:428).  
 
1.9.4   Research technique/instrument 
 
A structured interview schedule with open and closed ended questions was used to 
collect data. The RAM guided the structure of the structured interview schedule. 
Information on how to answer the questions was provided which was the same for all 
informants. The structured interview schedule was designed in English though all 
interviews were conducted in Setswana. The composition and structure of the interview 
schedule are discussed in detail in section 4.6.6.1 as depicted in Appendix F. 
 
 
1.9.5   Pretesting of the instrument 
 
The term “pre-testing” of an instrument refers to the process for checking factors such 
as the length and phrases of the data collection instrument developed for the study 
(Burns & Grove 2009:333; LoBiondo–Wood & Haber 2012:236). Pretesting was 
conducted to acquaint the researcher with problems to be corrected in preparation for 
the larger research project and provided the researcher with an opportunity to try out the 
procedures for collecting data before embarking on the actual data collection processes. 
 
The instrument was given to an HIV and AIDS expert at the University of Botswana and 
a statistician (Appendix J) and two fellow researchers in HIV and AIDS Research and 
Epidemiology to ensure the clarity and relevance of every question. Modifications were 
implemented as discussed in section 4.7.5.2. The data gathering instrument was also 
administered to five PLHIV who met the inclusion criteria and were not included in the 
study.  
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1.10. Validity and reliability of the instrument 
 
 
Maintaining validity and reliability ensures quality of the study. Face validity refers to the 
extent to which a measuring instrument “looks” as though it is measuring what it 
purports to measure (Babbie 2010:153; Brink 2006:160; Neuman 2007;118).  
 
Content validity is defined as the degree to which the items in an instrument adequately 
represent the universe of content (Babbie 2010:155; Brink 2006:160; Neuman 
2007:118). It involved comparing the content of the measurement technique to the 
known literature on the topic and validating the fact that the tool represented the 
literature accordingly.  It is believed that the inclusion of items derived from the 
qualitative phase of the research also actualised and “validated” the content of the 
quantitative interview schedule. The face validity and content validity of the study were 
further enhanced by using the RAM to guide the development of the instrument, 
conducting an extensive literature search and presenting the interview items according 
to the components of the RAM, pretesting of the instrument and making use of 
constructive comments from PLHIV. 
 
Reliability is defined as the extent to which a data collection tool, when administered 
repeatedly yields the same results every time it is used (Gerrish & Lacey 2006:29; 
Neuman 2007;116). However, the higher reliability of an instrument does not guarantee 
its validity, nonetheless, a valid instrument could be reliable (Burns & Grove 2005:377; 
LoBiondo-Wood & Haber 2006:338; Polit & Beck 2006:328). Ways in which validity and 
reliability were ensured are discussed in detail in section 4.7.5.3 of this thesis. Reliability 
of the instrument was established through the use of experts‟ advice rendered by three 
researchers, one statistician and two supervisors of the study. Reliability was also 
confirmed by scrutiny of the instrument by one public health specialist researcher and 
two demographers working in HIV and AIDS research institutions and one peer who 
works as a nurse research supervisor in an HIV and AIDS care facility.  
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1.10.1    Data collection 
 
The data collection method is an important characteristic in research and the present 
study used a survey kind of data collection technique where the researcher conducted 
structured interviews by asking questions as they appeared on the data collection tool 
and recorded responses. The researcher completed the interview schedules on behalf 
of the respondents, and this was so because some respondents were too ill to do it 
themselves, and some were illiterate. 
 
Data were collected on predetermined days and times in the selected villages. All the 
interviews were conducted in Setswana, in patients‟ homes. Patients‟ homes were 
preferred because this was where actual care took place and real experiences were 
captured in natural settings. 
 
1.10.2   Data analysis  
 
Data were coded and later entered into the Statistical Package of Social Sciences 
(SPSS) version 15.0. Frequencies were calculated and cross tabulations were used to 
establish relationships between two or more vatiables.  Details about data analysis are 
discussed in section 6.2. 
 
1.11    Ethical Considerations 
 
Johnson and Christensen (2012:99) and Neuman (2007:48) define ethics in research as 
a system of moral values that are concerned with the degree to which research 
procedures adhere to professional, legal and social obligations to research subjects. 
When humans are used as subjects in a study it must be ensured that their rights are 
protected and never violated. 
 
The responsibilities of a researcher relate to three domains namely: the 
respondent/informant, the institution and the scientific integrity of the researcher. How 
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these responsibilities were applied during the present study is discussed in section 4.9.  
In brief, all persons participating in the study were given complete information about the 
study so that they could make informed decisions as to whether to participate or not. 
They were told how their privacy and confidentiality would be protected, that their 
participation was voluntary and that refusal or withdrawal would not compromise their 
right to health care in any way whatsoever. The study was approved by the 
Departmental Higher Degrees Committee of the Department of Health Studies at the 
University of South Africa (Unisa) as indicated by the ethical clearance certificate, 
included as appendix A of this thesis. The Botswana Human Research and 
Development Committee of the MOH also granted permission which is also included   
as Appendix A. 
 
The issue of ethics in a study was important as researchers are required to safeguard 
the rights of the public and all research studies should be conducted with the highest 
ethical standards.  The researcher thought critically about what impact participation in 
the study could have on the informants. The details on ethics and human rights 
pertaining to this study are discussed in section 4.9.3 of the thesis. 
 
 
1.12   Definitions of terms  
 
The following presents definition of terms used in this study: 
 
 
Acquired Immune Deficiency Syndrome (AIDS)   
 
AIDS is caused by the HIV. It represents a serious condition in which the body‟s 
defences against illnesses and infections are compromised. AIDS is a collection 
(syndrome) of different diseases that happen as a result of the lowered body‟s defence 
system (Van Dyk 2008:4). Concomitant opportunistic infections associated with HIV-
related illnesses   are tuberculosis, bowel infections, cancer, meningitis and pneumonia.  
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The AIDS acronym is as follows; 
A = ACQUIRED: it is a condition one must acquire and it is not inherited. 
I = IMMUNE: the system that normally protects us from diseases. 
D = DEFICIENCY: the immune system is impaired or deficient. 
S = SYNDROME: a collection of symptoms  
 
Adult 
 
An adult is someone who is fully developed physiologically and otherwise, a human 
being of a mature age. Adulthood is a period beyond 20 years of age (Bergh &Theron 
2006:94). In most countries, adulthood is when one reaches the age of 18 years and it 
is a legal age of consent in most countries when one is eligible to obtain a national 
registration identity card and to vote and sign legal documents.  For the present study 
age of consent to participate in the study was 21 years which is consistent with 
Botswana Penal Code Cap 08.01 as the “age of majority, age when one can act or 
contract or enter into any agreement without parental consent” (Laws of Botswana 
1966) 
 
 
HIV-related disease 
 
HIV-related disease refers to the positive HIV serology accompanied by the presence of 
infections and malignancies that occur with immune suppression. HIV infection is 
characterised by a latent asymptomatic phase (McPhee & Papadakis 2009:1176; Porth 
& Matfin 2009:432; UNAIDS terminology 2011:11). 
 
Home-based care 
 
Home-based care refers to the attention given to individuals in their own homes 
supported by health professionals and community members to meet spiritual, material, 
physiological and psychosocial needs. The beneficiaries of home-based care include 
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people living with HIV and AIDS and their families (Odek & Oloo 2007:2; MOH 2005:3; 
MOH 2008:9; MOH 2007: II). It ensured that patients received good quality care at 
home with emphasis on love, hope and acceptance of those who are sick. 
 
Human Immunodeficiency Virus (HIV) 
 
HIV is a retrovirus type of virus. Retrovirus  encodes the enzyme reverse transcriptase 
which allows a DNA copy to be made from viral RNA, going against the normal flow of 
genetic information, hence retro „to go backwards”. HIV genetic material exists as DNA 
in the nucleus of infected cells and as genomic RNA inside viral particles (Kartikeyan, 
Bharmal, Tiwari & Bisen 2007:39; Porth & Matfin 2009:43). 
The acronym of HIV is as follows; 
H = HUMAN: this virus can only infect human beings. 
I = IMMUNE SYSTEM: the effect of the virus is to create a deficiency, a failure to work 
properly, within the body‟s immune system. 
V = VIRUS: this organism is a member of the retrovirus strain that does not reproduce 
by itself, but by taking possession of a human cell. 
 
Pain 
 
Pain has been defined as a multidimensional phenomenon with sensory, affective and 
cognitive dimensions. The definition of pain by McCaffery (1968) cited in McDonald, 
McNutty, Erickson and   Weiskopf (2000:70) states “whatever the experiencing person 
says it is, existing when he or she says, it does”.  Wilson, Naidoo, Bekker, Cotton and 
Maartens (2004:405) define pain as “what the patient says hurts”. Porth and Matfin 
(2009:1233) define pain as “unpleasant sensory and emotional experience associated 
with actual and potential tissue damage”. In this study, the focus on pain is that pain 
belongs to the client,  the client is the only one who can define the experience as 
personal and private. 
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Pain management 
  
Pain management refers to a feeling of relief from pain following employment of 
measures such as taking pain control medications and applying cold or warm 
compresses. Pain management   includes a combination of   pharmacological and non-
pharmacological measures (Holzemer 2002:50; McPhee & Papadakis 2009:72; Porth & 
Matfin 2009:243, 245; Botswana Ministry of Health 2007b:64). In the present study   
pain management refers to the feeling of relief from pain and accompanying comfort 
that patients experience after using strategies employed to control pain using a drug 
and other alternative measures. 
 
Persons living with HIV (PLHIV) 
 
Persons living with acquired immunodeficiency syndrome (PLHIV) refer to people 
infected with the human immunodeficiency virus (HIV) who are HIV+, with or without 
symptoms of  HIV-related  disease (BMSP 2003-2009:7; BMSP 2006:V). PLHIV are 
thus merely people who are infected with the human immunodeficiency virus 
 
1.13 SCOPE AND LIMITATION OF THE STUDY 
 
Although the CHBC programme constitutes PLHIV and other terminally ill patients, the 
focus of the present study was only on PLHIV who were suffering from HIV-related 
infections and were willing to participate in the study. They already knew their HIV 
status, and experienced pain of varying severity. Knowledge of their HIV+   status might 
have influenced them not to communicate their pain freely to their health care providers 
and/or the interviewer because of self   stigmatisation. 
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1.14    STRUCTURE OF THE DISSERTATION 
 
The following chapters comprise this thesis: 
Chapter 1: Orientation to the study 
Chapter 2:  The theoretical framework: Roy adaptation model (RAM) 
Chapter 3: Review of literature 
Chapter 4: Methodology 
Chapter 5: Presentation and discussion of findings from the qualitative phase of the 
research 
Chapter 6: Presentation and discussion of quantitative data             
research findings 
Chapter 7: Conclusions and recommendations. 
 
 
1.15   SUMMARY 
 
This chapter presents the background of the problem to be researched in relation to 
pain experiences and pain management of PLHIV on home-based care. The purpose of 
the study, objectives and significance of the study were discussed.  The most important 
terms used in the study were defined. A brief outline of the research methodology was 
also included. The chapter concluded with an overview of the layout of the research 
report. The next chapter focuses on the RAM and its applicability for contextualising the 
current study. 
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CHAPTER 2 
 
THE THEORETICAL FRAMEWORK:   
ROY ADAPTATION MODEL (RAM) 
 
2.1   INTRODUCTION  
 
In this chapter the RAM, the conceptual model that guided the study on pain 
management of PLHIV on home-based care in Botswana, will be discussed. Pain 
management in PLHIV, as is the case with the management of pain in general, relates 
to the central construct on which the RAM is founded namely adaptation. In addition, the 
classification of study variables, derived from the RAM as compiled by Pollock, 
Frederickson, Carson, Massey and Roy (1994 cited in George 2002:326) provided a 
comprehensive structure according to which the phenomenon of pain management in 
PLHIV was investigated and according to which the results of the literature, as well as 
the contents of the data gathering instruments, were structured.  
 
The RAM is wide in scope as it has been used to guide nursing care of patients  in 
various health care settings (Fitzpatrick & Whall 1996:176).The holistic nature of the 
RAM balances a concern for promoting physiological, psychological and social 
adaptation in health problems (Connell School  of Nursing 2010; George 2011;300).  
The psychological and social balance within each individual PLHIV can help to cope 
with experiences resulting from pain, and both psychological and social systems affect 
the physiological system and vice versa. During the present research, these systems 
allowed access to the full experience relating to pain of PLHIV involved in this study. 
 
The RAM has the ability to generate new information about a phenomenon under study 
because of the abstract nature of the concepts it contains. The literature also revealed 
its pragmatic utility. The RAM was mainly employed during the current research to guide 
the conceptualisation, and empirical phases of the research, including interpreting the 
research findings. The current study also went further to explore associations between 
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variables and these correlations increased evidence enhancing the reliability of the 
study‟s findings. This chapter presents the theory proper and thus necessitated the 
inclusion of direct quotations, in the words of the theorists. 
 
2.2 A SYSTEMS THEORY LAYOUT OF THE ROY ADAPTATION MODEL (RAM) 
 
The RAM views the person as a holistic adaptive system capable of responding to 
stimuli from the environment. According to the Connell School of Nursing (2010), and 
Meleis (2007:293) the person is also viewed as a system; a whole comprising parts that 
function as a unit towards some purpose. The system can be divided into input, 
throughput (control processes), output and feedback sub-systems. Although these 
sections can be identified and separated from one another for theoretical and 
discussion purposes, in reality these sub-systems interrelate in and all at once fashion.  
Figure 2.1 exhibits the main concepts contained in the RAM, portraying the systems 
theory format. 
 
 
 
 
 
 
 
 
 
 
 
Fig 2.1: Systems Theory Representation of the Roy Adaptation Model 
(George 2002:326; George 2011:295, 300; Swansburg 1995:151,157) 
The discussion that follows in paragraph 2.4 on the application of the RAM during the 
present research, is structured according to the layout of the RAM presented in Figure 
2.1. The variables with asterisks were used by the author to further identify the 
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relationship of the RAM to the phases of the nursing process. However, the nursing 
process, according to the RAM, was not introduced during the present research to 
manipulate and create a specific research field. Data were collected from the field “as 
is” in the natural home based settings where the PLHIV received care.  
 
2.3 VARIABLES DERIVED FROM THE RAM FOR THE PRESENT STUDY 
 
The classification of study variables derived from the RAM, as compiled by Pollock, 
Frederickson, Carson, Massey and Roy (1994  cited in George 2002:326), provided a 
comprehensive structure according to which the phenomenon of pain management in 
PLHIV was investigated and according to which the literature review, and the data 
gathering instruments, were structured.  
 
Figure 2.2 provides a summary and layout of these variables following the systems 
theory layout applied in Figure 2.1 of the components of the RAM. 
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The variables used for the present study were: physiologic pain, chronic illness, acute 
illness, demographic data, health promotion activities, barriers to pain management, 
health related anxiety levels, knowledge of pain management, perceptions of symptom 
distress, perceptions influenced by hardiness, perception of control over life events, 
perceptions of disability, biological indicators, self-reports, effects on daily activities, 
self-concept, self-esteem, hopelessness, powerlessness, low morale, work, social and 
recreation, family relations, social support and social isolation. 
 
In discussing the components and relevant variables, the researcher observed that 
there were some inevitable overlaps, which also alluded to the relationships between 
the components. 
 
2.4   THE APPLICATION OF THE RAM TO THE CURRENT STUDY  
 
The implications of the study variables, deduced from the RAM‟s components, 
presented in   Figure 2.1, for the present research are discussed in this section following 
the general systems theory layout of input, throughput and output. 
 
2.4.1   Input 
 
Input refers to stimuli from both the internal and external environment and from within 
the self as well as stimuli originating from outside the self. These stimuli provoke and 
demand adaptive responses.  There are three classes of stimuli, focal, contextual and 
residual (Alligood & Marriner-Tomey 2006: 308; George 2011:295; Meleis 2007:295).  
Roy defines these stimuli as follows:  
 focal stimuli are the stimuli which immediately confront a person and the person‟s 
attention is focused on these stimuli 
 contextual stimuli involve all other stimuli in the environment that have positive 
and negative effects on the focal stimuli, and 
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 residual stimuli are other internal or external factors (stimuli) whose effect on the 
situation is unclear (George 2011:295; Meleis 2007:295; Roy 1999 cited in Alligood 
&  Marriner-Tomey 2006: 308; Roy 2009:35). 
 
The focal and the contextual stimuli are applicable to the present study on pain 
management of PLHIV on home-based care in Botswana. The central focus is on focal 
and contextual pain stimuli from within and outside the individual as a system, mediated 
by contextual factors such as demographic characteristics and health promotion 
activities. In terms of the RAM, PLHIV are thus defined as holistic adaptive systems “in 
constant interaction with the environment” (Alligood & Marriner-Tomey 2006:308; 
George 2011:294; Meleis 2007:292). 
 
2.4.1.1 Focal Stimuli 
 
Focal stimuli are the central focus of the individual and include internal and external 
stimuli “most immediately confronting the person” (Alligood & Marriner-Tomey 
2006:308; George 2011:295; Meleis 2007:295). The focal stimuli for PLHIV during the 
present study were physiologic pain and chronic illness. 
 
 Physiologic pain 
 
According to Brooker and Nicol (2007:113); and Lewis, Heitkemper, Dirkesen, O‟ Brien 
and Burcher (2007:127), there are four distinct processes involved between the stimulus 
of tissue injury and the subjective experience of pain, namely; transduction, 
transmission, modulation and perception. The need to understand the physiology of 
pain in any detail at this point of the research report will become evident when, in the 
literature review, an overview of the pathophysiology of HIV is provided. Also, in the 
light of the descriptive adjective severe, alluded to by Aouizerat, Miaskowski, Gay, 
Portillo, Coggins, Davis, Pullinger and Lee (2010:128) and McGuire (2003), usually 
accompanying the term pain in association with HIV, a firm review of the physiology of 
pain is justified.  
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Transduction is the process by which a noxious stimulus is changed into an electrical 
stimulus on the cell membrane. Tissue damage, may originate from chemical, thermal, 
or mechanical sources such as infection, swelling, high temperatures and torn skin 
tissues. Damage to the tissues cause cells to release substances which include 
bradykinin, serotonin and  histamine which are responsible for the promotion of healing 
of wounds and making nerve endings sensitive (Briggs 2010:36; Brooker & Nicol 
2007:113; Lewis et al 2007:127). 
 
The nerve cells that are depolarised by these events are peripheral afferent neurons 
and are called nociceptive fibres because they are receptive to noxious stimuli. If 
depolarisation is strong enough to generate an action potential, the nerve impulse will 
travel along these afferent nociceptive fibres from the periphery (that is, from skin, 
somatic structures, or viscera) to the spinal cord. Impulses along afferent fibres from the 
face are transmitted to the medulla (Briggs 2010:36; Lewis et al 2007:128). 
 
It is in the transmission stage that impulses travel along the A-delta and C-fibres which 
are the two different peripheral nerve fibres. A-delta fibres are insulated with a fatty 
myelin sheath, enabling them to transmit impulses quickly causing a sharp and stabbing 
pain which is usually felt at the time of an injury. C-fibres are unmyelinated, and 
therefore transmit impulses slowly, causing a dull and throbbing pain which is felt after 
an injury has occurred (Briggs 2010:36; Brooker & Nicol 2007:113; Lewis et al 
2007:128). 
 
In the ascending transmission from the spinal cord to the brain, noxious stimuli from 
primary afferent neuron fibres that originate in the periphery, are transmitted to 
secondary neurons originating in the spinal cord.  Some of these secondary neuro-
fibres are nociceptive specific while others receive multiple sensations, both noxious 
and non-noxious.  These latter multisensory neurons are termed wide-dynamic range 
neurons.  The secondary spinal cord nociceptive neurons are contained in fibre tracts 
that ascend to multiple brain sites where perceptive, evaluative, emotional, and 
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cognitive responses to pain originate (Brooker & Nicol 2007:113; Lewis et al 2007:129). 
Taking into consideration the central nervous system impairment that accompanies the 
later stages of HIV-related disease, altered, and even incoherent, pain experiences can 
be expected and in a way to be understood in terms of this intricate interpretation and 
decoding system of the brain. 
 
The neospinothalamic tract is a major ascending projection system that receives fibres 
directly from primary afferent peripheral fibres or by way of lamina II interneurons.  This 
tract, terminating in contralateral thalamic nuclei, purportedly transmits sensory- 
discriminative aspects of pain. The paleospinothalamic tract is a second major 
ascending system that projects to both the ipsilateral and contralateral brain stem 
reticular formation as well as to other areas of the limbic system.   The limbic system is 
responsible for the emotional reactions or feelings and for this purpose has many 
connections to all areas of the brain. Other fibres then project from these multiple sites 
to the thalamus. This tract is involved in motivational-affective pain dimensions and has 
also been referred to as the spinoreticulothalamic pathway (Lewis et al 2007:129; 
Panneto, Gan & Livergood 2011). 
 
A third important ascending project system from the spinal cord is the 
spinomesencephalic tract.  Its cells of origin, in spinal cord laminae I and V, project to 
mid-brain reticular formation and midbrain peri-aqueductual grey [matter] (PAG).  The 
PAG, medulla, and spinal cord dorsal horn are important areas where pain transmission 
can be affected and pain can be modulated, influenced or inhibited.  Modulation occurs 
primarily in the dorsal horn, though it can occur anywhere else in the body with inputs 
from ascending and descending pathways. Modulation is a process of increasing or 
reducing pain-related neural signals (Lewis et al 2007:129: Panneto et al 2011). 
 
The stage of perception is when a noxious sensation becomes pain and that is when 
sensation reaches conscious levels.  Perception of pain and the evaluation of its 
meaning, therefore, are believed to be cortical processes with the somatosensory cortex 
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providing “sensory” aspects of pain, like its location and quality (Briggs 2010:37; 
Brooker & Nicol 2007:112; Lewis et al 2007:129).  
 
According to Peltzer and Phaswana-Mafuya  (2008:5); Smelters, Bare, Hinkle and 
Cheever (2010:233), and Wallace et al (2007:58), PLHIV  suffer more often from 
generalised pain and muscle pain and neuropathies, which are of greater intensity. HIV 
damages the nerves‟ myelin sheaths which are wrappings made up of fatty tissues, 
which normally insulate the nerve fibres making them more sensitive and increasing the 
speed of neuro-transmissions. 
 
 Acute illness  
 
Acute illness is a condition characterised by sudden onset of short duration and it 
usually resolves with interventions (Carlson 2008; Search Dictionary). Acute HIV 
infections are usually mild and self-limited illnesses.  After an initial exposure to HIV, 
signs and symptoms usually do not exceed six weeks‟ duration.  Manifestations of an 
acute HIV infection include headaches, tiredness, nausea, diarrhoea and enlarged 
lymph nodes and night sweats (Center for Infectious Diseases 2013; Van Dyk 2008:52). 
The progress of HIV infection is discussed in detail in section 3:3.1.7 of this thesis. 
 
 Chronic illness 
 
Chronic infections in HIV-related infections start as acute illnesses. It is in the acute 
phase that PLHIV present with manifestations of acute infections such as fever, 
headaches and enlarged lymph nodes lasting for days up to a week. The acute 
infections are the ones which might be treated but which could ultimately become 
chronic ailments. 
 
Chronic illness is a condition characterised by long duration and slow progression 
(Brooker & Nicol 2007:1048; Smeltzer, Bare, Hinkle & Cheever 2010:145). PLHIV 
participating in the study, were all chronically ill with chronic pain that had persisted for a 
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long period of time and had interfered with their well-being and functioning. HIV has no 
cure and administration of antiretroviral drugs (ARVs) prolongs life, and other drugs, 
such as antibiotics are given to treat opportunistic infections. It can be argued thus, that 
ARVs effectively prolong chronicity of HIV-related disease and possibly also the 
person‟s long term experience of pain.   
 
HIV-related disease, like other chronic illnesses, demand that the PLHIV should receive 
long-term care, implying the provision of social, spiritual, physical and psychological 
services, rendered over a long period of time to assist PLHIV to attain and maintain their 
optimum levels of functioning and of well-being. Chronicity, especially in HIV-related 
disease, may itself create internal stimuli involving all the endpoints (cognitive, 
emotional and perceptual) in pain physiology.  
 
2.4.1.2 Contextual stimuli 
 
Contextual stimuli refer to stimuli present that contribute to the focal stimuli and 
influence how the person can deal with the focal stimuli (Alligood & MarrinerTomey 
2006:308; Meleis 2007:295). The following variables pertain to the contextual stimuli in 
pain associated with HIV-related infections: demographic data, health promotion 
activities, health-related hardiness and knowledge of pain management.  
 
 Demographic data 
 
Demographic data entail the information collected about the patient‟s personal and 
social history to determine these relationships and their effects on the existing illness. 
The variables pertaining to the demographic characteristics are socio-economic status, 
social habits, gender and culture. PLHIV from low-income groups have no purchasing 
power and cannot afford to buy medications for pain relief. Social habits, such as 
substance abuse, also has implications for pain management, as PLHIV  with a history 
of substance abuse need higher dosage of analgesics to have their pain relieved, which 
also contribute to under treatment of pain in that population (Breitbart, Macdonald, 
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Rosenfelt, Passik, Hewitte & Thaler  1996; Larue, Fontaine & Colleau 1997 cited in  
Tsao et al 2007:129) 
 
Culture and gender are also important aspects of demographic data. Culture, as a 
pattern of values and behaviours that are learnt and shared among a group of people, 
not written but passed from one generation to the next generation (Smeltzer et al 
2010:236) influences how people perceive and react to events such as illness and pain. 
Culture also explains variations in health behaviour between men and women. In this 
instance the concept “gender” becomes important as it refers to the roles of males and 
females as dictated by society. In most societies, women are more likely to report the 
presence of pain than men (Berkly 1997 cited in Stellenberg & Bruce 2007:643; 
Christensen & Cockrow 2011:395). 
. 
 Health promotion activities 
 
Health promotion activities refer to measures employed to assist individuals achieve 
feelings of wellbeing. These activities include health education, motivation, education on 
self-care and counselling (Smeltzer et al 2010:49; Brooker & Nicol 2007:9). For 
instance, in the area in which the current research was conducted, the buddy system 
was used. The buddy system is an approach whereby PLHIV are paired with those who 
are already empowered, to provide physical and emotional support for PLHIV. The 
study conducted by Zuyderduin (2004:297) in Botswana on the impact of buddy system 
on the self-care behaviour of women, living with HIV, confirmed that PLHIV participating 
in the buddy system were more likely to disclose their HIV status to significant others 
and helping them “to adjust to living with HIV”. Health promotion activities also refer to 
home remedies such as traditional medicines, as well as formal western medical 
treatment such as ARVs.  
 Hardiness 
Hardiness is defined by Kobasa (1982) in Hammer (1996:215) and Van der Wal 
(1999:149) “as a general orientation towards life that influences how a stressful event is 
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perceived”. This explains that earlier experiences in an individual‟s life determine how 
an individual would react in a similar situation later in his/her life. Hardiness influenced 
how PLHIV responded to pain stimuli and therefore impacted on how they adapted. 
Smeltzer et al (2010:81) indicate that hardiness has a positive influence on the “overall 
improvement after an onset of an illness”. Smeltzer et al (2010:81) further state that 
hardiness is a “general quality that comes from having rich, varied and rewarding 
experiences”. 
 
 Knowledge of pain management 
 
Knowledge of pain management entails the level of information that PLHIV have about 
the pain phenomenon, what causes their pain and how the pain can be managed. 
PLHIV‟s knowledge of the causes of pain and their role in pain management influence 
how they respond to pain stimuli. PLHIV and their lay and professional care givers can 
manifest knowledge deficits that contribute to their potential mismanagement of the 
person‟s pain (Breitbart   et al 1996; Redmond 1998:276). 
 
2.4.1.3 Residual stimuli  
 
Residual stimuli are defined by Alligood and Marriner-Tomey (2006:308) and George 
(2011:295) and as “phenomena arising from a person‟s internal and external 
environment that may affect the focal stimulus but whose effects are unclear”. Meleis 
(2007:308) states that residual stimuli are “attitudes and past experiences”.  Both the 
person and the observer may be unaware of the residual stimuli, and their potential 
effects on the prevailing situation. The person‟s (or personal) belief system is one such 
factor as it affects how the person responds to a given situation; the entire belief system 
is embedded in the individual‟s cultural background (Daniels, Glendel, & Wilkins  
2010:1525; Stellenberg & Bruce 2007:643).  
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Past experiences with pain therefore may influence PLHIV‟s capabilities in dealing with 
the current pain experience. Residual stimuli become either focal or contextual stimuli 
when identified. The belief system would therefore become the contextual stimuli for 
PLHIV once identified. PLHIV have continuous experiences of pain and their 
ability/inability to “cope” will further influence this status as residual or contextual. For 
instance, in African cultures males are socialised from childhood to bear pain without 
complaining as doing so would be a sign of cowardice. Culture, in this case, is the 
contextual stimulus because it had a known influence on pain experience, the 
communication of such an experience and interventions taken to alleviate pain. 
 
2.4.2 Throughput 
 
The throughput sub-system of the RAM accommodates the main components of the 
model including the concept and actions of “adaptation.”  As indicated in the 
introduction, the concept of adaptation fits the present study on pain management 
because it is accommodative, conceptually, of both the concept of health promotion and 
the concept health care intervention. In addition, it provides for a holistic view of the 
individual PLHIV; a holistic adaptive system in constant interaction with the 
environment. Throughput thus contains reactions to pain and the processes involved in 
pain management. 
 
2.4.2.1   Definition of the concept “adaptation” 
 
The concept “adaptation” forms the core of the RAM (Roy 1970 cited in Alligood & 
Marriner-Tomey 2006:308). Adaptation has been described by Smeltzer et al (2010:79) 
as a ”constant, ongoing process that requires a change in structure, function, or 
behavior so that a person is better suited to the environment; it involves an interaction 
between the person and the environment”.  Adaptation refers to the interaction between 
the person and the environment and is defined by Roy (1997:44), George (2011:293) 
and Roy (1999:54) as “the process and outcome whereby the thinking and feeling 
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person uses conscious awareness and choice to create human and environment 
integration”.  
 
The definition concurs that there is a form of coping that occurs as a result of interaction 
with the stimuli and they are congruent with Roy‟s definition because they allude to the 
change that occurs to the human species in response to stimuli; a response that aims to 
normalise the health status within the human system; the process through which 
individuals accommodate changes in the environment. Smeltzer et al (2010:79) explain 
that adaptation is an “adjustment to the change so that the person is again in 
equilibrium and has the energy and ability to meet new demands”. 
 
With regards to the present research topic, pain management by PLHIV, adaptation is 
important in both its presence as successful adaptation and as mal-adaptation.  The 
researcher‟s interest in the topic stems partly from PLHIV showing signs and symptoms 
of ineffective behaviour as they seem unable to control their pain levels. 
. 
In addition, there are various other factors that influence a PLHIV‟s pain management. 
Again, culture is prominent in its expectation of pain expression and reporting. 
Furthermore, deficits on pain management might stem from PLHIV‟s perceived right to 
demand pain medication and the availability of pain medications. For PLHIV to 
demonstrate adaptive behaviour, they need to be knowledgeable about pain and pain 
control, to report when in pain, and to employ various strategies to cope with pain. Only 
under these circumstances can PLHIV start adapting positively to pain. As indicated in 
the physiology of pain, Wallace et al (2007:52) revealed that pathophysiology of HIV, 
especially the attack on the myelin sheath of the nerve fibres, can cause severe pain  
demanding positive and successful adaptations.    
 
Families of PLHIV could enhance their adaptation to pain and the effects of HIV in 
general, through providing emotional and physical support. Professional caregivers also 
promote adaptation as they can teach PLHIV about pain management strategies to use 
in order to relieve their pain. These strategies include taking pain medications and using 
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other pain relief measures. As alluded to earlier, in Botswana, the buddy system is used 
where a PLHIV is assigned to another person, who has lived with HIV positively for 
some time, for ongoing support and guidance (Brooker & Nicol 2007:1048; Masa 
Antiretroviral Therapy Brochure 2003:44). The “buddy system” is defined as “an 
arrangement (Search Dictionary) in which persons are paired, as for mutual safety or 
assistance”. Mak, Cheung, Law Woo, Li and Chung (2007:1557) confirm that PLHIV 
preferred to disclose to people who are also HIV positive rather than to their relatives.  
Social networks for PLHIV also offer support and assist them to deal with issues of 
stigma and discrimination. ARVs, given with adequate analgesics also promoted pain 
control of PLHIV.  
 
2.4.2.2 The cognator and regulator subsystems 
 
The adaptive system is formed by the cognator and regulator subsystems. The 
cognatoris a “coping process involving four cognitive-emotive channels: perceptual and 
information processing, learning, judgement, and emotion” (Andrews & Roy 1991a:14 
cited in Fawcett 1989:450; George 2011:297). The cognator subsystem receives 
varying external and internal stimuli involving psychological and social factors. The 
cognator subsystem uses cognitive functions such as “information processing, learning, 
judgment and emotions” (George 2011:297; Andrews & Roy 1991a:14 cited in Fawcett 
1989:450) to adapt to or cope with stimuli (George 2011:297; Meleis 2007:293; Roy 
2009:41).   
 
The regulator subsystem is another “major coping process involving the neural, 
chemical, and endocrine systems” (Alligood & Marriner-Tomey 2006:309; Meleis 
2007:294; George 2011:297). The regulator subsystem brings about the automatic 
reaction in target organs or tissues, which affect the body‟s responses that serve as 
feedback for input. The regulator is the subsystem that uses chemical, neural, and 
endocrine functions to adapt to or cope with stimuli (Alligood & Marriner Tomey 
2006:309; Meleis 2007:293). 
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According to Alligood and Marriner-Tomey (2006:309) and Meleis (2007:294) 
perception links the cognator and the regulator subsystems. Perception is central to the 
functioning of the cognator and regulator subsystems.  This is demonstrated by the 
ability of the mind to interpret and analyse sensory inputs in order to understand the 
internal and external environments.   
 
2.4.2.2.1 Perception 
 
The variables pertinent to the control processes are perception of symptom distress, 
hardiness and perception over life events. 
 
 Perception of symptom distress 
 
Perception of symptom distress refers to how the distress, caused by discomfort 
resulting from the pain, is interpreted (Meleis 2007:294). With regard to the current 
research, perception of symptom distress is concerned with PLHIVs‟ experiences 
surrounding their pain levels; how stressful they experience it to be and the extent to 
which this influences their responses to pain.  PLHIV are generally very distressed by 
pain because of its intensity and interference with other coping mechanisms eventually 
leading to ineffective adaptations. 
 
 
 Hardiness 
 
Hardiness explains a personality trait encompassing control, commitment and 
challenge; characteristics likely to make an individual more resistant to stress or illness. 
Hardy clients “can view stress as an opportunity to practice mastery and undergo 
personal growth” (Smeltzer 2010:81). Hardiness influences how people, including 
PLHIV, tolerate pain. Such hardiness could also be influenced by previously 
successfully experienced pain relief strategies. 
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 Perception of control over life events 
 
Roy refers to life‟s events as all the physiological, psychological and social activities that 
every person has to execute competently in order to show positive adaptations to life‟s 
situations. The ability to perform tasks such as bathing, relating with other people and 
thinking in a sound manner, are all needed for positive adaptations. 
 
There are tasks to be fulfilled by individuals at any given stage in life.  PLHIV touch the 
total life span: being mothers, fathers, brothers, sisters, youngsters, elderly, all having 
different tasks to fulfill.  PLHIV are frequently unable to carry out these various roles as 
their concentration might be focused on coping with the mounting pain experience as 
the disease progresses. In addition, the pathophysiology of the HI-virus and resulting 
neurological involvement and dementia further contribute to alterations in perceptions of 
control over life‟s events, including managing experienced pain levels. 
 
 Perception of disability 
 
Perception of disability is concerned with one‟s views and opinions about the impact of 
pain on one‟s functional status. PLHIV become weak and immobile with ultimate 
confinement to their beds which might prevent them from performing different roles and 
activities such as bathing, walking, preparing meals, eating, dressing and using a toilet. 
They become dependent upon their significant others such as family care givers. PLHIV 
experience unrelieved pain resulting in complications such as immobility and weakness, 
or loss of power to body parts, perceived as disability. As they become more confined to 
bed, with increasing pain, they become increasingly incapacitated by pain. 
 
2.4.2.2.2 Modes of operations of the cognator and regulator subsystems 
 
The four modes of adaptation, as identified by Alligood and Marriner-Tomey (2006:309) 
and Roy in Meleis (2007:294), are manifestations of the mutuality of the cognator and 
the regulator subsystems. Through these adaptive modes the individual‟s behaviour can 
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be identified as ineffective or effective (adaptive) (Alligood & Marriner-Tomey 2006:309; 
George 2011:300; Meleis 2007:295).  The adaptive modes include the physiological 
(biological indicators, symptoms report and effective daily activities) and psychological 
(self-concept, role function and interdependence) (Alligood & Marriner-Tomey 2006:309; 
George 2011:300; Meleis 2007:294;Roy & Andrews 1999:99). 
 
 Physiological mode. 
 
According to Alligood and Marriner-Tomey (2006:309), Meleis (2007:294) and Roy and 
Andrews (1999:101)  the physiological mode encompasses “the physical and chemical 
processes involved in the function and activities of a living organism”.  The physiological 
mode “represents the human system‟s physical responses and interaction with the 
environment” with emphasis on physiologic integrity (Alligood & Marriner-Tomey 
2006:309; Andrews & Roy 1991:15; George 2002:305; George 2011:301;Meleis 
2007:294). There are six physiologic needs included in this namely: oxygenation, 
nutrition, elimination, activity, rest and protection. The four additional complex functional 
processes of this mode are fluid, electrolyte, acid-base balance and neurologic function. 
With regard to the latter, it should be noted that the intensity of pain in HIV disease 
results from the direct effects of HIV on the central or peripheral nervous systems. In 
addition, the synergistic and complex effects of all components of the physiological 
mode in joint operation should be considered with regard to pain experienced by PLHIV. 
The physiological mode manifests in certain biological indicators, self-report and effect 
on daily activities (George 2002:326). 
 
 Biological indicators 
 
Biological indicators are signs and symptoms that are observable and that result from 
physical and chemical processes involved in the functioning of human beings. 
According to Roy and Andrews (1999:103), this necessitates a thorough understanding 
of the anatomy and physiology of the human body and deviations from the normal 
physiological parameters. Biological indicators can be both subjective and objective. 
53 
 
Subjectivity is shown where PLHIV report that they are in pain and objectivity is where, 
through assessment, there are visible signs of pain such as lesions, elevated 
temperature and low CD4 counts. In addition, the patient might be crying, sitting in a 
distorted position with his/her limbs. Biological indicators of pain in PLHIV, such as the 
presence of lesions including oral thrush, Karposi Sarcoma, swollen lymph glands and 
feet, and elevated temperature might be due to opportunistic infections thriving in 
conditions of, and contributing towards, decreased CD4 counts of below 200  cells/uL 
and high viral loads. Pain in PLHIV is generally associated with these conditions (Van 
Dyk 2008:58; Tsao, Dobalian, Myers & Zeltzer 2005:429). 
 
Pain interferes with the basic physiological needs for rest and activity, and nutrition. 
Pain disturbs PLHIV from having regular meals resulting in altered body nutrition, less 
than body‟s requirements and unstable patterns of bowel motion and ineffective sleep 
patterns could also result from pain.  PLHIV require much rest and sleep but these 
might be impaired by pain experiences (Wantlant, Holzemer et al 2008:240; Ownby et al 
2007:49). 
 
 Symptom report 
 
Symptom report is when an individual communicates that he/she is in pain (Pasero & 
McCaffery 2000:22), and it is said to be the most reliable way of determining the 
existence of pain. It is when the pain is reported that the caregiver attends to the pain 
and attempts to manage it appropriately. Communicating pain is usually accompanied 
by a description of the nature, intensity, location and pattern of the pain experienced 
(Denke 2008).  It also includes reports on the effectiveness or ineffectiveness of self-
initiated and other initiated pain treatments. The research topic itself thus became the 
ultimate factor in determining the research methodology and impromptu techniques 
used during the research. HIV-related disease by nature is a highly stigmatised 
condition and the researcher was careful in deciding on a methodology which would 
yield results revealing the pain experiences of PLHIV. For example, in the present 
study, the researcher opted for a qualitative-quantitative approach which allowed for 
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entry into the sphere of pain experienced by PLHIV during HIV-related infections before 
the larger study, through a quantitative approach using structured interviews to collect 
data, was engaged upon. The sensitivity of living with HIV also mandated the use of 
convenience sampling as using other sampling designs might pose some challenges 
such as having higher non response rates than anticipated. In addition the scoring of 
the faces of pain according to the pain area diagram (discussed in chapter 4) was also 
initiated by issues relating to reporting (as symptom report). 
 
 Effect on daily activities 
 
Activities of daily living (ADL) and physiological integrity are the duties that are 
performed in order to fulfil basic needs such as bathing and grooming. For PLHIV, the 
presence of pain limits their activities and consequently limits the carrying out of their 
daily living activities. Pain affects activities of daily living, when it interferes with social 
activities, work life and sleeping patterns (Ownby et al 2007:55; Uwimana & Struthers 
2007:580). 
 
Pain interferes with the physiologic integrity of the PLHIV as it affects the individual‟s 
nutritional intake (disturbed from eating accompanied by loss of appetite), elimination 
patterns (manifested by irregular bowel motion), and reduced fluid intake leading to 
reduced urinary output and constipation. Pain experiences of PLHIV cause 
sleeplessness resulting in interference with activity and rest. As the nervous system is 
the system mostly affected by HIV it accounts for the intensity of pain in PLHIV as well 
as the synergistic result of all stimuli impinging on the pain experience of the PLHIV 
(sleeplessness, loss of appetite and the like).  PLHIV are therefore required to adapt to 
pain in order to maintain the physiological integrity of the human system. Physiological 
integrity could be achieved through meeting basic needs such as nutrition, oxygen, 
elimination, protection and the need for activity and rest. There should also be acid-
base and fluid and electrolyte balance and proper functioning of the neurological and 
endocrine systems.     
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2.4.2.2.2.2 Psychological mode 
 
The psychological mode is focused on the self-concept, role function and 
interdependence modes which are basically concerned with cognitive aspects. These 
could all be classified as intra-psychic functions (Alligood & Marriner-Tomey 2006:309; 
Meleis 2007:294). The intra-psychic function pertains to the individual‟s perception of 
personal psychological soundness and the entire personal integrity. Personal integrity 
influences how the individual responds to painful stimuli and thus to what PLHIV can 
realistically think and do in order to adjust to the situation. 
 
2.4.2.2.2.2.1 Self-concept  
 
The self-concept mode emphasises spiritual integrity and self-worth. This mode 
maintains that the person has a sense of meaning in life and identifies with the society 
he or she comes from through shared goals, values and the purpose of human 
existence. According to George (2011:302) and Meleis (2007:294), the self-concept 
mode implies the “feelings and beliefs” about oneself and about other people‟s “internal 
perceptions and perceptions of others‟ reactions”. Self-concept mode is concerned with 
psychological and spiritual aspects of the person and it encompasses the need for 
“psychic integrity” (Roy & Andrews cited in Alligood & Marriner-Tomey 2006:309; Meleis 
2007:294).  The body sensation and image explain the physical self while self-
consistency addresses personal self and self-worth. Self-concept mode variables 
include self-esteem, power, hope and morale. Understandably self-concept varies with 
the individual‟s perception of the “high/low” status of these variables within him/herself.  
 
Self-esteem implies the degree of appreciation of one‟s self-worth and importance, and 
having the character to be accountable for oneself and to act responsibly towards 
others (Meleis 2007:294; Roy & Andrews 1999:483). PLHIV often have a low self-
esteem manifested by a lack of motivation (Castrighini, Gir, Neves, Reis, Galvao & 
Hayashido 2010;66; Hoffman 1996:61), a result of the adaptation process being 
interfered with, ultimately contributing to inadequate relief of pain. Low self-esteem in 
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PLHIV disrupts their self-concept and role performance. The low self-esteem could be 
attributed to many factors including being marginalised, victimised, stigmatised and 
desiring to die rather than to live with the pain accompanying HIV infections.  
 
Power refers to having control over events, or a natural or special ability to do 
something. Powerlessness, in contrast, refers to a state of helplessness and the inability 
to cope with the effects of the illness therefore comprising an ineffective adaptive 
response (Search Dictionary). Intense pain aggravates the feeling of powerlessness.  
PLHIV feel weak and lack energy to act to control their pain levels. PLHIV are often 
unable to either control the pain or to overcome it.  
 
Hope refers to a feeling that there is a chance that something will happen in the way 
that one wants and hopefulness refers to the thinking that something good is more likely 
to happen (Search Dictionary). Hopelessness is a feeling of despair and bleakness 
(Search Dictionary). Hopelessness results from the pain that affects PLHIV as they fail 
to employ strategies which can produce positive influences on actions to control pain. 
 
Morale refers to the level of confidence and hope for the future that a person has or 
feels. Roy and Andrews (1999:413) defines morale as “a state of the mind of a person 
or group as exhibited by confidence, cheerfulness and productivity”. According to Roy 
and Andrews (1999:413),low morale is a “state resulting from challenges to the usual 
tendency towards cohesiveness and failure of the process for shared identity”. Low 
morale in PLHIV is thus a state of feeling aimless, lacking motivation, possibly due to 
pain. PLHIV may become demoralised because of what pain does to them and the way 
it influences their daily living activities. Pain often indicates that the disease is becoming 
worse and that death is imminent.  
 
Self-worth in PLHIV is greatly altered to due to stigma and discrimination associated 
with being diagnosed with HIV (Phaladze 2005 et al :121). There are times when 
impaired self-worth results from the inability to accept the status of living with HIV. 
Change in body image, due to severe weight loss and alopecia, and indications of 
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surprise when people see the PLHIV bring about feelings of despair. In addition to a 
change in body image, intense pain also has a negative influence on PLHIV‟s self-
perceptions. PLHIV should be assisted to strive to maintain psychic and spiritual 
integrity as it is only when thinking positively that they would be able to prevent the 
disease from affecting their self-concept.  
 
2.4.2.2.2.2.2 Role function mode. 
 
The role function mode represents a “category of behaviour pertaining to roles in human 
systems” (Roy & Andrews 1999:49). The role function mode implies the ability of a 
person to manage roles and expectations anticipated by the group to which she 
belongs, with a clear understanding of, and commitment to, expected tasks in pursuit of 
social integrity (Alligood & Marriner-Tomey 2006:310; George 2011:302; Meleis 
2007:294; Roy 2009:44).  The unique feature of the role function mode is for an 
individual to realise his/her relationship to and with others which would enable her/him 
to contribute towards social integrity. Though the performance of roles starts within the 
family environment, the role function mode also pertains to work and social and 
recreational activities where: 
 
 work is concerned with the ability to perform duties as dictated by age, 
gender and developmental stage in both the formal and family environments 
 social activities are those duties that are performed for others within the 
society in order to meet societal expectations and  
 recreation refers to an activity that promotes refreshment of health by 
relaxation and enjoyment, and has mental, physical and social benefits. Roy and 
Andrews (1999:193) define recreation as “a change in activity in which one 
becomes renewed for other activities”. 
 
According Denke (2008) and Peltzer and Phaswana-Mafuya (2008:5), PLHIV suffer 
from extensive generalised and muscle pains.  Pain therefore makes it difficult for PHIV 
to take part in many types of work in the family environment, the formal work setting and 
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in recreational activities. The bodily site affected by pain directly affects the ability to 
perform certain roles.  
 
PLHIV are generally disturbed in role performance because of the sick role. When a 
person becomes ill, a sick role is assumed in order to acquire and demonstrate “sick” 
behaviour. The sick role refers to the position that individuals take on when they define 
themselves as being ill (Smeltzer et al 2010:145). For the PLHIV, distancing oneself 
from the sick role might be part of the answer to maintain optimal potential and truly “live 
with HIV”. 
 
Nonetheless, PLHIV cover the whole spectrum of human life; all life‟s phases from 
infancy to the aged. Different developmental tasks and societal obligations are attached 
to the different life stages. Symptomatology of HIV-related disease, especially pain, 
impedes these individuals‟ functioning at different levels and spheres in their lives. 
Being unable to meet their own needs for social integrity or to contribute towards 
society, leave PLHIV longing to be part of a society that often denounces them through 
harsh stigmatisation and blunt repudiation. 
 
2.4.2.2.2.2.3 Interdependence mode;  
 
This mode, like the role function mode, involves interactions with other people.  
However, the interdependence mode is concerned with “close relationships of people, 
as individuals and groups, rather than roles in society” (George 2011:302; Connell 
School of Nursing 2010). This nurturing relationship is the responsibility of significant 
others who are important and valuable to PLHIV,  as well as other support systems, 
including everybody else who is involved in the fulfilment of the person‟s 
interdependence needs (Alligood & Marriner-Tomey 2006:310; Meleis 2007:394). 
 
With regard to the present study, PLHIV both are, and have, family members and 
significant others. On the other hand PLHIV are dependent upon family members and 
significant others for their daily care. The interdependence mode which aims to satisfy 
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the need for affection, resource adequacy and development and growth (George 
2011:302; Fawcett 1989:453) may thus, in the lives of PLHIV, be eroded from both 
parties involved in the interdependence situation (the PLHIV and others). Fulfilment of 
interdependent needs influences adaptation for PLHIV and, if not met, effective 
adaptation would not occur.   
 
As such, the interdependence mode entails the “giving and receiving of love, valuing of 
others, and respect in relationships” (George 2011:302). Basic needs such as food, 
shelter and health obtained, through interaction with others, are also accommodated by 
this mode. Home-based care, the field in which the present research was conducted, 
also resorts under the interdependence mode.  
 
The interdependence mode comprises three components alluded to by Roy (2009:45) 
namely: 
 Context implies the factors in the internal and external environment, which influence 
the way in which people relate to each other such as socio-economic status and the 
belief systems (George 2011:302; Roy & Andrews 1999:477). 
 Member capability is focused on the “people” or “participants” themselves 
(emphasised) and their cognitive abilities such as knowledge levels, skills, 
commitment and attitudes” (Roy & Andrews 1999:478).  This component includes 
everybody who is in the relationship and their ability to cope with the situation at 
hand. 
 Infrastructure refers to the “affectional” resource and developmental processes 
that exist within a relationship” (George 2011:302; Roy & Andrews 1999:478). 
 
Disruption in any one of these components brings about ineffective adaptation, which 
could affect the ability of the PLHIV adversely. The variables pertaining to the 
interdependence mode are family relations, social support, resource adequacy and 
social isolation (George 2002: 326). 
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Family relations describe the giving and receiving of love, value and respect among 
family members. The family includes significant others who are responsible for 
maintaining stable patterns of giving and receiving love and respect and valuing each 
other. PLHIV are cared for by their families in their home settings and the quality of their 
family relations might impact on their experiences of and coping with pain. 
 
Social support is a positive need gratifying consequence of interpersonal relationships, 
and includes security, affection, approval, identity and belonging. It is defined by Spirig 
et al (2005:334) as “the various resources provided by the one‟s interpersonal ties in 
terms of emotional, appraisive, informational, instrumental and financial support”. Social 
support, such as social networks, also has a positive impact on health and behaviour 
during illness. Hopson (2007:245) and Pereira and Canavarro (2009:301) confirm that 
social support acts as a “buffer” in reducing chances of stress and improves the quality 
of life for PLHIV.  
 
Resource adequacy is also a form of social support. All forms of commodities, which are 
necessary for care giving, are classified as resources, including: proper housing, 
availability of transport to and from health facilities, food, medications, and whatever 
else is needed by the individual (Andreasson & Berglund 2011:18). These aspects, 
when available, make care of PLHIV more manageable than would be the case without 
access to such resources. 
 
Social isolation refers to the seclusion of individuals for whatever reasons: resource 
inadequacy, social isolation (stigmatisation) and disease progress. Andreasson and 
Berglund (2011:5) revealed that PLHIV experienced “isolation” and were also 
stigmatised and discriminated against. Stigma and discrimination are said to be the 
worst barriers in the creation of enabling environments (Hopson 2007:245; Littlewood, 
Vanable, Carey & Blair 2007:145; Vanable, Carey, Blair & Littlewood 2006:473; 
Uwimana & Struthers 2007:582). 
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2.4.2.2.3.   Stabiliser and innovator control processes 
 
The stabiliser and the innovator subsystems are the control processes pertaining to 
groups and are at the same level with the regulator and the cognator subsystems 
associated with individuals. Inherent in groups are goals to achieve stability and 
change. Stabilisers pertain to group/society values and structure that keep them 
together for the purpose of connectedness and nurturing; as it occurs within families for 
instance. The innovator subsystem entails processes involved in striving for growth and 
change within humans as social beings. For groups to grow and change for the better, 
strategies involving “cognitive and emotional channels” have to be utilised to respond to 
the changing environment (Alligood & Marriner Tomey 2006:309; George 2011:297). 
 
Within the home-care setting, in which the current research was conducted, PLHIV 
belonged to groups or families, in which the PLHIV and the groups as a whole 
endeavoured to pursue stability and innovation as the disease progressed.  
 
2.4.3  OUTPUT: MODES OF ADAPTATION 
 
Output pertains to both the ineffective (non-coping) and adaptive (coping) behavioural 
responses of the person to coping with pain. The individual‟s response to the 
environmental stimuli can be adaptive or ineffective.  
 
Ineffective responses are those that are not supportive of maintaining an adaptive level 
(Alligood & Marriner-Tomey 2006:310; George 2011:296).These behaviours result in 
disequilibrium and do not depict humans as adaptive systems. Ineffective behaviours, to 
some extent, maintain the compromised level of adaptation. These behaviours do not 
promote human integrity and call for interventions to promote integrity.  
 
Effective coping mechanisms lead to adaptive behavioural responses and support 
humans as adaptive systems. Adaptive responses are “those that promote the integrity 
of the human system” (Alligood & Marriner-Tomey 2007:310; George 2011:206).  Both 
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the compensatory and the integrated levels of adaptation are involved in this instance. 
In the case of PLHIV who experience pain, either ineffective or adaptive responses are 
demonstrated.  Responses that maintain the compromised level of adaptation, namely 
suffering pain, are per definition ineffective responses. Effective responses would be 
taking strong enough analgesics at the required intervals to maintain control of pain 
within acceptable ranges. 
 
2.4.3.1. Three levels of adaptation 
 
According to (Roy 2009:33) and the Connell School of Nursing (2010), there are three 
levels of adaptation.  These levels are not static but fluid, changing continuously with 
the change in environmental stimuli and the reactive adaptive responses to these stimuli 
including:  
 integrated processes 
 compensatory processes and 
 compromised processes.  
 
Integrated processes imply that all the needs of the person, the adaptive system, are 
met because of the holistic performance of the adaptive system; a level “at which the 
structures and functions of a life process are working as a whole to meet human needs” 
(Connell School of Nursing 2010; George 2011:295). Integrated processes, with regard 
to PLHIV, imply that they are able to obtain pain relief through balancing human 
structures working together towards the fulfilment of the human need to be free of pain. 
This means that PLHIV, as adaptive systems, are to some extent able to automatically 
(acting without conscious knowledge or through the use of involuntary process) get 
relief from pain.  
 
Compensatory processes occur when the rate of human response systems is increased 
to a level where the integrated life processes activate the cognator and regulator 
subsystems to meet human needs (Connell School of Nursing 2010; George 2011:295). 
Relief of pain is thus no longer “automatic.” It is through learning to employ measures 
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such as relaxation, deep breathing exercises and listening to music to redirect their 
thinking that PLHIV might be able to relieve their pain.  
 
Compromised processes become operational when the integrated and the 
compensatory processes fail and adaptation is challenged (Connell School of Nursing 
2010; George 2011:295; Roy 2009:33). PLHIV are in pain from various sources, and 
pathophysiological factors, such as low CD4 counts and signs and symptoms of 
opportunistic infections and skin lesions compound the situation. This level of 
adaptation, or lack of it, demands interventions by the caregivers to promote health 
(adaptation), enhancing the person‟s well-being. 
 
2.4.3.2 Coping mechanisms 
 
Coping is defined as “the constantly changing cognitive and behavioural efforts to 
manage specific external and internal demands that are appraised as taxing or 
exceeding resources” (Alligood & Marriner-Tomey 2006:185; Lazarus & Folkman 
1984:141 cited in Alligood  & Marriner-Tomey 2006:185).Through the process of coping, 
change is brought about by the interaction between the human system and the 
environment. Coping, per definition, promotes growth as manifested in adaptive 
responses. It therefore involves the skills people use to deal with situations that are out 
of control and represents a general behavioural response to stimuli.  
 
According to the Connell School of Nursing (2010), coping comprises two ways in which 
people manage demands that are taxing. There are times when the body functions 
automatically to deal with a situation, indicating an integrated level of adaptation. For 
instance, PLHIV would be able to get relief from pain naturally when the body works on 
its own to maintain its integrity without employing any other external measures. Coping 
can, however, also occur through employing learnt techniques such as taking pain 
medications and using measures such as imagery as a way of refocusing pain on some 
object and, in turn, getting relief from pain. In this instance the compensatory level of 
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adaptation will be involved. Coping can be said not to be achieved if attempts at 
adaptation at the compromised level fail to improve the PLHIV‟s pain experience. 
 
2.4.3.3   Feedback 
 
Feedback is the information input returned into the system. It is conveyed directly from 
the response output; effective responses or ineffective responses and the level of 
adaptation within the human system to serve as environmental stressors. This 
determines how best the system equilibrium can be maintained. Depending on whether 
an ineffective or adaptive response occurs, feedback to the system influences the 
system to “decrease or increase efforts to cope with the stimuli” (George 2002:299; Roy 
& Andrews 1999:37).  
 
2.5   THE META-PARADIGMATIC CONCEPTS ACCORDING TO THE RAM 
 
The four meta-paradigmatic concepts of nursing theory namely the individual, 
environment, nursing and health, are all defined by Roy in terms of adaptation as 
contained in the RAM (George 2011:293; Roy & Andrews 1999:35).These are also 
compatible with the central concepts of the model and the assumptions (see section 
1.6.2) underlying the model. The way in which Roy defines these meta-paradigmatic 
concepts had specific implications for the current research.  
 
 
2.5.1 The individual 
 
Humans, both individuals and groups, are viewed as holistic adaptive systems, with 
coping processes acting to maintain adaptation, and to promote personal and 
environmental transformations. An individual is also described as a whole comprised of 
parts, which function as a unit for some purpose. The terms holistic and holism are 
consequently encoded (is a given) with reference to the human being whenever the 
RAM is applied (Connell School of Nursing 2010; George 3011:294; Meleis 2007:291). 
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Viewing the individual PLHIV in a holistic manner, and applying holistic nursing care 
within the RAM, are thus givens attending to all the adaptive modes. This approach 
confirms that the whole adaptive system is affected by pain and any intervention should 
be directed at the entire human system as an alteration on any of the parts or 
subsystems that affect the entire system. For this reason the current data gathering 
instrument had to provide for a holistic view on the experience and management of pain 
in PLHIV. 
 
2.5.2 Environment 
 
According to the Connell School of Nursing (2010), George (2011:302), Meleis 
(2007:299) and Roy (2009:46), the environment comprises the internal and the external 
environments which provide the stimuli for the system. Internal environment refers to 
the conditions which are found within the individual‟s adaptive system and the external 
environment includes all the circumstances found outside the human system but which 
affect the person‟s adaptive system. 
 
Environment is further defined as “all conditions, circumstances, and influences that 
surround and affect the development and behaviour of humans as adaptive systems, 
with particular consideration of person and earth resources” (Roy 2009:12; George 
2011:302). The nature and degree of a relationship between the “system” and the 
environment are also further described by the three classes of stimuli, namely the focal 
stimuli which immediately confront the individual, the contextual stimuli which are all 
other factors which can influence the situation and residual stimuli are those factors 
within and outside the human system “whose current effects are unclear” (Alligood & 
Marriner-Tomey 2006:308; Meleis 2007:295; Roy 2009:35 - 36). 
 
The environment is constantly changing and any change in the environment undeniably 
affects the stimuli irrespective of the rate at which it occurs. The environment comprises 
the factors within and surrounding the individual and therefore serves as input for 
humans as adaptive systems. 
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With regard to the present study, the sources of physical pain emanate from within the 
human system (the internal environment). This includes pain as focal stimuli for PLHIV. 
There are, however, also conditions from the external environment which influence the 
adaptive systems either positively or negatively such as resource availability, belief 
systems regarding pain and HIV-related infection and social sanctioning. 
 
2.5.3   Nursing 
 
Nursing is the science and practice that expands adaptive abilities and enhances 
personal and environmental transformation. The purpose of nursing is to promote 
adaptation in each of the different adaptive modes (Alligood & Marriner-Tomey 
2006:311; George 2011:303). Nursing aims to promote adaptation and by so doing 
contributes “to the person‟s health, quality of life, and dying with dignity” (Roy 2009:12). 
These adaptations, with regard to pain management in PLHIV, also supported the aims 
of the current research and are compatible with the overall aims of home-based care. 
 
The nursing process formulated according to different nursing theories and models 
might show different forms of the generic process. The nursing process according to the 
RAM is displayed in appendix H of this thesis. 
 
2.5.4 Health 
 
Health is defined as a “state and a process of being and becoming an integrated and 
whole that reflects person and environment mutuality” (Roy 2009:12; Roy & Andrews 
1999:52). Health is regarded “as a process in which health and illness can coexist” 
(Phillips 2010:342: George 2011:302).The concept of integration entails the adaptation 
process which involves the ability to survive, grow, reproduce, master survival skills, 
and constantly interact with the environment. Integration also comprises good health 
which equates to “purposefulness of human existence” (Connell School of Nursing 
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2010) and that “one‟s purpose in life is reflected in becoming an integrated and whole 
person” (George 2011:303).  
 
PLHIV are holistic systems, existing in an environment where they have to adapt to 
influences and have to respond positively (adapt). They have to meet their basic needs, 
develop positive self-concepts, perform social roles and achieve a balance between 
dependence and independence. Positive adaptation is what they should thrive for in 
order to attain and maintain the maximum level of well-being. According to Alligood and 
Marriner-Tomey (2006:310) and Roy (2009:43), the notion of integration implies the 
ability of the physiologic components, self-concept, role function and interdependence 
to adapt to the changing environment at any given moment in time. The adaptive modes 
are interrelated and a disturbance in any one of these components, leads to a lack of 
integration. According to Andrews and Roy (1986:8) and the Connell School of Nursing 
(2010), a whole person is “one with the highest possible fulfillment of human potential” 
(at any specific moment in time). This implies that the individual should be able to 
perform activities of daily living as expected from all humans. 
 
Stigma and discrimination are common experiences in the lives of PLHIV and result in 
lowered self-esteem. There is also a change in body image because of severe weight 
loss and/or fat redistribution.  One‟s inability for perform activities of daily living is a 
manifestation of the role function mode and the interdependent mode which are 
disturbed when the relationship between PLHIV and their families and significant others 
is affected by the burden of care giving.  
 
 
2.6   ASSUMPTIONS ON WHICH THE RAM IS FOUNDED  
 
Assumptions are defined as statements that are accepted as truths without proof. 
Assumptions support concepts contained in a model (Brink 2010:25; Burns & Grove 
2009:40; Meleis 2007:32), and emanate from ethical considerations, social norms and 
ideologies. The foundational tenets of this study are based on the RAM‟s application to 
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and compatibility with the current study. Establishing whether the assumptions 
underlying the RAM are compatible with the current study, is critical because 
assumptions determine the nature of the concepts of the theory, definitions, purposes 
and relationships among concepts studied in this research. 
 
According to Alligood and Marriner-Tomey (2006:137); Brink (2010:25) and Meleis 
(2007:32), assumptions “determine the viewpoint of the theorist”. For the current study 
too, the assumptions of the study are embedded in the core components of the RAM 
namely: the environmental stressors (stimuli), the coping processes and the modes of 
adaptation. The variables emanating from the core components guided the application 
of the RAM during the current study: the literature review, choice of methodology, 
discussion of findings and the construction of recommendations.  
 
2.6.1 Assumptions relating to the systems theory 
 
The systems theory mould in which the current discussion of the RAM is presented 
originates from the work of Von Bertalanffy (1968) whose contention was that a system: 
 is made up of parts which are connected to function as a whole for a larger 
purpose 
 functions as a result of the interdependence of its parts 
 needs control mechanisms 
 
A human adaptive system includes inputs or stimuli, outputs or behaviours, control 
processes and information feedback (Alligood & Marriner-Tomey 2006:310; Meleis 
2007:293). 
 
The current research also looked at this process or system with regard to pain 
management in PLHIV, and the research process as a whole was considered one of 
input, throughput, output and feedback, representing publications based on the 
research findings. 
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2.6.2 Assumptions related to adaptation level theory 
 
The adaptation level theory was founded by Harry Henson (1964). In his adaptation 
level theory the following assumptions apply: 
 adaptive responses are a function of the incoming stimulus and the adaptive 
level 
 the adaptive level is made up of  the pooled effect of the three classes of stimuli: 
 focal stimuli which immediately confront the individual;  
 contextual stimuli which are other stimuli present that contribute to the effect of 
the focal stimulus and the  
 residual stimuli which are the environmental factors whose effects are unclear in 
a given situation humans are adaptive systems with a capacity to adapt in response 
to changes in the environment (Connell School of Nursing 2010; George 
2011:294). 
 
2.6.3   Assumptions 
 
Assumptions, relating to a human being as a system, are drawn from Roy‟s adaptation 
level theory and the general systems theory of Helson (1964) and Von Bertalanffy 
(1968) discussed in Alligood and Marriner-Tomey (2007:308). As such, the scientific 
assumption on which the RAM is based summarises the assumptions from these 
different theories. The scientific assumptions thus state:  
 the individual is a whole comprising parts which function in unison for 
achievement of a common goal  
 control processes are vital to the survival of the human system  
 inputs are the stimuli in the environment while outputs are manifested in the form 
of behaviours. The human system engages in a complicated process as it interacts 
with the environment 
 adaptive behaviour results from the functioning of the stimuli, and the adaptation 
level and adaptation results from the effect of the focal, contextual and residual 
stimuli (Connell School of Nursing 2010; Meleis 2007:292). 
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2.6.4      Philosophical assumptions 
 
The philosophical assumptions of the RAM are rooted in the principles of humanism and 
veritivity - the common purposefulness of human existence (Connell School of Nursing 
2010; Meleis 2007:291). Humanism is a “movement in psychology and philosophy that 
recognises the person and the subjective dimensions of the human experience as the 
core of knowing and valuing” (Roy 1988:29 cited in Connell School of Nursing 2010). 
The philosophical assumption encompasses ethical statements asserting that:  
 
 human existence is purposeful; a unity of purpose of mankind, activity and creativity 
for the common good and value and meaning of life. Humans share in creative 
power, behave purposefully, possess intrinsic holism and strive to maintain integrity 
and realise the need for relationships (Alligood & Marriner- Tomey 2006:308; 
Connell School of Nursing 2010; George 2011:294; Meleis 2007:291). 
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Table 2.1 summarises the assumptions underlying Roy‟s Adaptation Model as these 
pertain to the present research. 
 
Table 2.1 Foundational Assumptions 
 
 PLHIV are in constant interaction with the 
environment which results in behaviours that may 
take the form of adaptive or ineffective responses. 
 The focal stimuli for PLHIV are chronic pain and 
chronic illness. 
 The contextual stimuli of PLHIV include variables 
pertaining to demographic characteristics, health 
promotion activities, health-related anxiety levels 
and knowledge about pain management. 
 Residual stimuli in PLHIV are contained in belief 
systems and cultural values. 
 PLHIV are integrated and whole systems who 
strive to maintain integrity, social interaction, 
balance between dependence and independence. 
 PLHIV have a sense of purpose in life. 
 
 
2.7 APPLICATION OF THE ROY ADAPATION MODEL IN RESEARCH 
 
Research utilising the RAM has been conducted in all the areas of nursing. The model 
substantiates the benefits of using the application of the RAM to the present research 
and includes studies such as: 
 
 Waweru, Reynolds and Buckner (2007) who explored the self-concept mode of 
children living with HIV in Kenya and in the USA. It was revealed that children 
generally have self-concepts ranging from “average to above average” (Waweru et 
al 2007:139). 
 Bakan and Akyol (2007) studied how RAM-based interventions affected outcomes 
of heart failure episodes. The RAM proved to be a model of choice in patient care 
as they progressed through the adaptive modes. 
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 Ownby and Dune (2007) undertook a study to explore processes by which PLHIV  
managed to cope with HIV-related peripheral neuropathy. The study revealed that 
neuropathic pains ultimately brought about physical limitations to an individual, 
making it difficult to perform activities of daily living. Neuropathic pain was seen as 
internal stimuli, focal stimuli and the concentration was on the pain and how it could 
be managed. It was further revealed that the focal stimuli tended to be intensified 
when sufferers were not aware of the aetiology. 
 Weiss, Fawcett and Aber (2009) explored the concerns and needs of women who 
delivered their babies by caesarean birth within the first two weeks after this 
surgery. The RAM guided the qualitative phase of the study. The findings revealed 
that culture influenced women differently, which was shown by high adaptation in 
those who had planned caesarean births and did not give birth for the first time 
compared to first time mothers who underwent emergency caesarean sections.   
 
2.8   SUMMARY 
 
This chapter discussed the RAM, which is the conceptual model that guided the study, 
generated variables for the study, illuminated the meta-paradigmatic concepts for the 
study, as well as assumptions on which the research was partly based. The RAM was 
explicated and was translated in terms of pain management in PLHIV. In addition, a 
number of research projects that utilised the RAM were introduced to indicate the scope 
of research application of the RAM.  
 
The literature review chapter follows, structured according to the components of the 
RAM. 
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CHAPTER 3 
 
REVIEW OF LITERATURE 
 
3.1   INTRODUCTION 
 
This chapter reports on the review of relevant literature on pain and pain management 
in HIV-related disease. According to Brink (2010:67), Burns and Grove (2009:92) and 
LoBiondo-Wood and Haber (2010:57) the literature review involves reading through all 
written sources relevant to the topic one has selected to study. According to Brink 
(2010:67), LoBiondo-Wood and Haber (2010:57) and Polit and Beck (2012:56), the 
literature review aims to develop a strong knowledge base for conducting research and 
evidence-based practice. 
 
The current review of literature was carried out to gain an understanding of the 
theoretical background to the research topic to enable the researcher to build upon the 
work of other researchers. The literature review helped to operationalise concepts and 
variables deduced from the RAM. In addition, this facilitated the formulation of items for 
a self-constructed questionnaire. Relevant literature was analysed and categorised 
according to the RAM, following the same format as the discussion in chapter 2. The 
diagrammatic representation of the RAM, according to which the discussion is 
structured, is again presented for the convenience of the reader in Figure 3.1. 
 
3.2   Overview of the RAM 
 
The RAM views a human being as an adaptive system. It further purports that changes 
occur in the system in response to stimuli (input).  If the changes promote integrity of 
the individual such as growth or mastery, the response is adaptive. Otherwise, the 
response is considered maladaptive or ineffective (Alligood & Marriner-Tomey 
2006:310; George 2011:296; Meleis 2007:292). 
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According to Roy (2009:45) and George (2011:300) there are various stimuli and factors 
known to affect adaptation in the human system disturbing the integrity of the four 
adaptive modes, namely: 
 the physiological (biological indicators, symptoms report and effective daily activity)  
 psychological (self-concept, role function and interdependence)  (Alligood & 
Marriner-Tomey 2006:309; George 2011:300; Meleis  2007:294; Roy & Andrews 
1999:99) play a vital role in effective adaptation. 
 cultural issues such as traits, beliefs and values, gender and social habits affect 
equilibrium and ultimately impact on adaptation.  
 level of knowledge, skills and perception also affect adaptation.  
 
The RAM alludes to the adaptation problems relating to the adaptive modes. It is thus 
imperative to consider what constitutes positive adaptation as depicted by Roy 
(2009:41) and Alligood and Marriner-Tomey 2007:309). 
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The presentation and structure of the result of the literature review is presented 
according to the concepts and structures indicated in Figure 3.1.  Residual stimuli are 
not indicated in the diagram because they become either focal or contextual stimuli 
when identified. In addition, only major concepts are redefined in this chapter to assist 
the reader to follow the line of argument and application of the RAM. Chapter 2.4 
provides complete definitions of terminology relating to the RAM. 
 
3.3   ENVIRONMENTAL STRESSORS 
 
Environmental stressors are all the factors  within an individual or in  the external 
environment or originating from the self which are classified into three types namely the 
focal stimulus, contextual stimuli and the residual stimuli that that can affect adaptation 
(Alligood & Marriner Tomey 2006:308; George 2011:295). 
 
3.3.1 Focal stimuli: HIV and AIDS 
 
Focal stimuli are the central focus of the individual and include internal and external 
stimuli (Alligood & Marriner-Tomey 2006:308; George 2011:295; Meleis 2007:295). For 
the present study the focal stimuli include being HIV positive and having developed HIV- 
related symptoms which bring about the multiple manifestations of pain. Physiologic 
pain is the main concern in living with HIV which is manifested at all stages of HIV 
infection. 
 
3.3.1.1   Pathophysiology of HIV   
 
The pathophysiology of the HI-virus serves as background for understanding the 
manifestation of pain as a focal stimulus. Viewing this slightly obliquely, the virus and 
the pathophysiology can also be seen as the focal stimuli together with the 
manifestation of pain. The physiology of pain has been discussed in the previous 
chapter, as the “behaviour” of nerve pathways. The pathophysiology of HIV involves the 
attachment of the virus to the host cells, uncoating of the nucleus of the cell followed by 
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reverse transcription, integration of newly synthesised DNA into the host cell DNA, 
transcription and translation of the viral genetic message into viral protein and assembly 
with release of the virus out of the host cell (Van Dyk 2008:18; Sullivan 1994 – 2013).  
 
 
3.3.1.2. Transmission 
 
HIV is found in all body fluids of an infected person such as blood, semen, vaginal/ 
cervical secretions, urine, cerebrospinal fluid, saliva, and breast milk. Common routes of 
transmission are through blood and semen. The main mode of transmission in Africa, 
and globally, is through heterosexual intercourse (Botswana Ministry of the State 
President 2005:1; Kartikeyan , Bharmal, Tiwari & Bisen 2007:48;  Murray 1996, Padian 
2006-2010). 
3.3.1.3   Viral attachment 
 
In a normal cell structure, ribonucleic acid (RNA) is made of a single strand of 
nucleotides and is involved in protein synthesis found in the cytoplasm of the cell.  The 
deoxyriboneicleic acid (DNA) is found in the nucleus of the cell. It plays a central role in 
heredity and is made up of interwoven strands of nucleotides connected by hydrogen 
bonds (Karim & Karim 2010:87; Lewis, Heitkemper, Dirksen, O‟Brien & Bucher 
2007:251). 
 
HIV stores its genetic information on an RNA molecule rather than a DNA chromosome. 
This is a distinguishing characteristic of retroviruses, implying viruses that must first 
convert their RNA genomes into DNA before they can reproduce (Karim & Karim 
2010:87). 
 
HIV infection occurs through the binding of the HI-virus to the surface of CD4 positive T 
helper lymphocyte. A T4 cell is a T type of lymphocytes responsible for dealing with 
micro-organisms which invade host cells (Karim & Karim 2010:88; Kartikeyan  et al 
2007:50; Lewis et al 2007:252). T4 cells are the favoured target cells for the HI-virus. 
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The fusion of the virus to the CD4+ lymphocyte is followed by the production of new 
particles of the virus from the infected cell. The infected CD4+ lymphocyte either 
remains latent or replicates to produce more viruses. The next step may see added cell 
death, prevention of cell division or formation of cell fusion. Considering the function of 
T4-cells, the immune system is under attack and its inability to cope (adaptation of the 
human body to changing environments) manifests in opportunistic infections and other 
manifestations as discussed later in this section (Kartikeyan et al 2007:50; Sullivan 
1994 – 2013). 
 
 
3.3.1.4   Viral replication 
 
Viral RNA enters the cytoplasm of the CD4+ lymphocytes as a result of viral cell 
infusion. The nucleocapsid is uncoated for reverse transcription to take place. The host 
nucleus is then invaded by the viral cDNA which is a double stranded copy (c) of DNA.  
 
The newly formed HIV DNA enters the host cell‟s nucleus, where an HIV enzyme called 
integrase hides the HIV DNA within the host cell‟s own DNA.  The integrated HIV DNA 
is called provirus.  The provirus may remain inactive for several years, producing few or 
no new copies of HIV. When the host cell receives a signal to become active, the 
provirus uses a host enzyme called RNA polymerase to create copies of the HIV 
genomic material, as well as shorter strands of RNA called messenger RNA (mRNA).  
The mRNA is used as a blue print to make long chains of HIV proteins. An HIV enzyme, 
called protease, cuts the long chains of HIV proteins into smaller individual proteins.  As 
the smaller HIV proteins come together with copies of the HIV‟s RNA genetic material, a 
new virus particle is assembled (Karim & Karim 2010:90; Kartikeyan et al 2007:49 -50). 
 
The newly assembled virus pushes out “buds” from the host cell.  During budding, the 
new virus steals part of the cell‟s outer envelope.  This envelope which acts as a 
covering is studded with protein sugar combinations called HIV glycoproteins.  These 
glycoproteins are necessary for the virus to bind CD4 and co-receptors.  The new 
79 
 
copies of HIV can now move on to infect other cells (Van Dyk 2008:18: Kartikeyan  et al 
2007:49 -50; Sullivan 1994 – 2013).  
 
3.3.1.5   Immune response to HIV infection  
 
HIV-related infection causes a progressive deterioration of immune function, resulting 
with a full spectrum of  HIV-associated clinical conditions. The loss of CD4 lymphocytes 
has a particularly severe impact on immune defences against viruses, fungi, parasites, 
and certain bacteria, particularly mycobacteria. The latter accounts for tuberculosis 
(TB),  the most frequent opportunistic infection associated with HIV, affecting a wide 
section of HIV + populations globally (Botswana Ministry of Finance and Development 
Planning  2010:46; Karim & Karim 2010:52; Smeltzer et al 2010:1573). 
 
The average time between an adult‟s initial infection with HIV and the onset of the 
severe opportunistic disease resulting in clinical diagnosis with AIDS is generally five to 
ten years. An individual‟s natural defence against HIV infection relies on a CD4 cell 
count which normally ranges from 800 to 1200 cells/uL (microliter) (Lewis et al 
2011:242; Ignatavicius 2010:364).   As HIV infects CD4 cells and eventually destroys 
them, over time, the number of CD4 cells decreases causing the patient‟s immune 
system to deteriorate. When the CD4 count drops below 200 cells/uL in an adult, the 
body‟s ability to fight off infections is severely compromised and the risk of opportunistic 
infections becomes high. It is also at this point that full blown AIDS is diagnosed 
(Botswana Ministry of Health 2006a:16; Tsao, Dobalian, Myers, Zeltser 2005:429; Lewis 
et al 2011:243). 
 
3.3.1.6   Physiologic pain 
 
Pain is reported to be prevalent in HIV and AIDS and occurs at all points along the 
continuum of becoming HIV positive to developing into full blown AIDS. Aouizerat et al 
(2010:126) and Dobalian, Myers and Zeltser (2005:429), maintain that prevalence of 
pain in PLHIV ranges from 50% to 90%. These findings are congruent with 
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Narasimoloo, Naidoo and Gaede‟s (2011:71) and Peltzer and Phaswana-Mafuya 
(2008:4).  Other findings relating to the prevalence of pain in HIV and AIDS are 23% 
(Tsao et al 2005:429; International Association for the Study of Pain 2007:1; Breitbart et 
al cited in Cucciare, Sorrell & Trafton 2008:340). 
 
Tsao et al (2005:419a) maintain that the aetiology of pain in HIV and AIDS is related to 
the effect of HIV on the central and peripheral nervous system, therapies for HIV such 
as ARVs and other factors not related to HIV-related infection. These findings are 
consistent with those reported by Breitbart, O‟Neill, Selwyn and Schietnger  (2003:49) 
and also with those of Els and Power (2006:146) who studied pain in AIDS.  These 
authors concur that pain is common at all stages of HIV infection, with increasing 
intensity and frequency during the advanced stage of the disease. 
 
People living with HIV experience pain of varying degrees and types at different bodily 
sites as well as diverse syndromes. They suffer from multiple, co-existing illnesses, 
many of which are painful. Nociceptive pain (normal processing of stimuli that damage 
normal tissues or has the potential to do so if prolonged) are also among the most 
common occurring syndromes.  Wallace et al (2007:58) maintain that neuropathic pain 
(abnormal processing of sensory inputs by the peripheral or central nervous systems) is 
the most common syndrome in PLHIV, which is consistent with Breitbart‟s (1996:21) 
standpoint. Headaches, occurring in the later stage of the disease when CD4 cell 
counts fall below 200 mm3 cells/uL, is a manifestation hereof. In contrast, Hewitt et al 
(1997:121) identified somatic pain as the most commonly occurring pain syndromes 
followed by neuropathies, agreeing with Laschinger and Fothergill-Bournnais (1999:59). 
Neuropathies are more common in males than females (Peltzer & Phaswana-Mafuya 
2008:5; Search Medical Dictionary). 
According to Gonzalez-Duarte, Cikurel and Simpson (2007) and the University of 
Chicago (2013), neuropathy is common among PLHIV, usually taking different forms 
occurring at different points of HIV-related disease with the most frequent complication 
of HIV involving the nervous system, particularly peripheral neuropathy.  Peripheral 
neuropathy is characterised by numbness, tingling and burning sensations of the toes 
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caused by damage to the peripheral nerves. The function of peripheral nerves is to send 
information from the brain and spinal cord to all parts of the body with a feedback 
mechanism to the brain and spinal cord. Distal sensory polyneuropathy (DSP) is one of 
the forms of neuropathy in HIV-related disease manifested by tingling sensations and 
numbness, which become worse at night and are felt in the lower extremities, and also 
felt in the hands. DSP usually comes at the later stage of HIV disease characterised by 
hypersensitivity to touch, pain and other irritants making pain worse (Jose Saravu, 
Jimmy & Shastry 2007; International Association for the Study of Pain 2010). 
Cucciare et al (2008:340) revealed that pain in HIV-related infection is chronic, under 
recognised and under treated in PLWHIV.  These findings are consistent with those of 
Breitbart (1996), Els and Power (2006:146) and Narasimoolo et al (2011:71). 
 
3.3.1.7 Acute HIV infection  
 
Acute HIV infection, also called acute retroviral infection, produces a mild and self-
limited illness. The time from exposure to development of symptoms is on average two 
to six weeks. Symptoms may persist for a few weeks and include fever, fatigue, 
arthralgia and/or myalgia, lymphadenopathy, pharyngitis, nausea, night sweats and 
headaches. 
 
According to Perlmutter, Jordan, Glaser and Oyugi (1999) and Van Dyk (2008:52) the 
acute HIV infection is the first stage in HIV-related disease which lasts a few days to a 
week, or even up to a few weeks in some people. It is characterised by the rapid spread 
of the virus, especially to lymphoid tissues. Its manifestations include headaches, 
tiredness, nausea, diarrhoea and enlarged lymph nodes and night sweats. Thereafter, 
the person looks completely healthy. Some people may show mild symptoms but other 
people being completely asymptomatic  
 
It is during the acute phase of HIV infection that the quantity of the virus is high and the 
time when the infected person is more likely to pass the virus to others during 
unprotected sex. The acute infection is followed by an asymptomatic state characterised 
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by latent infection, and the growth and multiplication of the virus in the lymph nodes. 
The condition then progresses to symptomatic disease and finally to end stage disease 
when the virus destroys the immune system. This process may take up to 10 years. The 
acute infections ultimately become chronic at a later stage (Centre for Infectious 
Diseases 2012-2013; Van Dyk 2008:52 - 53). 
 
 
 
3.3.1.8   Chronic illness 
 
Chronic illness is a condition in which curing does not occur and despite impaired 
functioning of some systems of the body the individual ultimately is dependent on 
significant others for his/her activities of daily living.  Chronic HIV infection runs in three 
stages namely the early stage characterised by skin diseases, generalised 
lymphadenopathy and shingles. In the intermediate chronic stage the patient presents 
with worsening features of the acute phase, candidiasis of the vagina and mouth and 
other bacterial infections. The late stage which is that of clinical AIDS is characterised 
by the appearance of one or more opportunistic infections or neoplasms (Van Dyk 
2008:55-58; WHO 2005).  
 
Chronic illnesses usually develop slowly, last long and are controlled over time as 
opposed to being cured.  Els and Power (2006:14b) as well as Mosoiu, Rayan, 
Joranson and Garthwaite (2006:2110) reported that chronic pain in HIV-related 
infections get worse with the progression of the disease. 
 
3.3.2 Contextual stimuli 
 
Variables pertaining to the contextual stimuli include, according to the RAM 
demographic characteristics, health promotion activities, hardiness and knowledge of 
pain management (George 2002:326). 
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3.3.2.1 Demographic data 
 
Demographic characteristics refer to current statistical data on a population and include, 
gender, culture, social habits and socio-economic status. These were defined in section 
2.4.1.2 of this thesis.  
 
 
 
3.3.2.1.1 Gender 
 
Globally, nationally and regionally the majority of PLHIV are women (International 
Association for the Study on Pain (IASP) 2007:1). Globally, half of all the people 
infected with HIV are women and in SSA, 57% of people infected with HIV are women 
and children (UNAIDS 2004:10).  
 
Women were found to be more susceptible to HIV-related infections than males. Karim 
and Karim (2010:330), Kartikeyan  et al (2007:55) and IASP (2007:1) maintain that 
cultural pressure and societal expectations make women more vulnerable to HIV 
infection than males. Botswana‟s Ministry of the State President (BMSP) (2005:1) 
corroborates the statement that HIV and AIDS affects women and men 
disproportionately. This is attributable to biological, socio-economic, cultural and other 
contextual factors.  
 
Botswana‟s Ministry of the State President (2005:5) further estimates the HIV infection 
rate to be nine times higher for females than males in the age group 15-19 years in 
Botswana. This is consistent with Taylor et al (2004 cited in BMSP 2005:5). This trend is 
not atypical to SSA where the vulnerability of girls and women to HIV infection is higher 
than for men and boys.  
 
Douaihy et al (2007) explored psychiatric aspects of co-morbid HIV-related infections.  
This study indicated that women are more willing to report pain than men because of a 
84 
 
lower pain threshold. Swica and Breitbart (2002) concur with Douaihy et al (2007) that 
women report “higher levels” of pain than males, which was attributed to opportunistic 
infections and other gynaecological disorders. 
 
3.3.2.1.2 Culture 
 
Pain experience is also related to culture which plays an important role in understanding 
patients‟ pain reactions and experiences. According to Christenson and Cockrow 
(2011:395) and Stellenberg and Bruce (2007:643), culture influences how one 
perceives pain experiences. Culture involves socialisation, and it is through the same 
process that a person adopts certain cultural values that govern the expression of pain. 
 
3.3.2.1.3   Social habits 
 
Reports relating previous substance abuse to pain control were also found during the 
literature review. Tsao, Stein and Dobalian (2007) studied the relationship of pain and 
illicit drug use by PLHIV, and maintain that a history of substance abuse makes it 
difficult to recognise pain in HIV disease which could lead to under treatment in PLHIV. 
Tsao et al (2007:134), Breitbart   et al (1996) and Larue et al (1997) further reveal that 
PLHIV with a history of drug use require higher doses of opiates to control their pain 
levels.  However, Breitbart (1997 cited in Swica and Bretbart 2002)  and Hewitt et al 
(1997) and found no difference in the prevalence rates between people who used 
intravenous drugs and those who did not do so but drug users were more likely to have 
their pain undertreated.  
 
3.3.2.1.4   Socio-economic status 
 
Poverty remains one of the challenges of living with HIV. Loeb (1999) studied pain 
management in long-term care lamenting limited resources availed to patients on long-
term care despite the high incidence of pain and other symptoms. Phaladze, Human, 
Sibusiso, Dlamini, Hulela, Hadebe, Sukati, Makoae, Seboni, Moleko and Holzemer 
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(2005) undertook a study into the quality of life of PLHIV. This study asserts that the 
lives of PLHIV are characterised by poverty which makes it difficult to afford 
medications; a situation contributing to gross pain and suffering. Phaladze et al 
(2005:122) further argue that even governments neglect the plight of PLHIV. These 
findings are consistent with those of Sukati, Mndebele, Makoa, Ramukumba, Makoae, 
Seboni, Human and Holzemer (2005:186) who undertook a study into the strategies 
utilised by PLHIV in managing symptoms commonly associated with HIV-related 
infections. 
 
Breitbart (1997) cited in Swica and Bretbart 2002)  Andreasson and Berglund (2011:18) 
explored how terminally ill PLHIV were cared for. The findings revealed that resources 
such as personnel and medications were not available, therefore could not be 
accessed. The authors further indicated that morphine was only given to patients 
suffering from cancer and tuberculosis.  
 
Collazos, Azensi, Carton and Ibarra (2009:519) and Jarrin et al (2007) studied how 
educational background informed outcomes of living with HIV, and found those with low 
or no education had higher morbidity and mortality rates than those who obtained higher 
education levels. These studies revealed that low educational background is associated 
with high HIV transmission because of a lack of knowledge of HIV prevention and an 
inability to access HIV services. 
 
3.3.2.2   Health promotion activities 
 
Health promotion plays a major role in enhancing the quality of life for PLHIV on home-
based care. Information giving and counseling, as well as welfare-related assistance, 
are the most common kinds of assistance given to PLHIV on home-based care 
(Botswana Ministry of Health 2007a:36-37). According to Smeltzer et al (2010:49), 
health promotion is defined as “those activities that maintain or enhance wellbeing and 
improve their quality of life. It is meant to ensure that healthy lifestyles are adopted 
hence a reduction in health spending risks of getting sick”.   
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Chopra and Ford (2005) studied health promotion initiatives and how they can be 
improved.  These authors suggested that a human rights-based approach was the best 
way of scaling up health promotion for PLHIV. 
 
 
3.3.2.3 Current stress levels (health related hardiness) 
 
The study by Gaskins and Lyons (2000) which looked at self-care practices of rural 
people with HIV disease, indicate that PLHIV face numerous constraints such as 
reduced access to care facilities. However, the establishment of support groups assists 
them emotionally resulting in improved hardiness. It was in the support group meetings 
that PLHIV communicated freely and learnt from each other.  Farber, Schwartz, 
Schaper, Moonen and McDaniel (2000) explored resilience factors associated with 
adaptation in HIV disease. The findings by Farber et al (2000:145) demonstrated that 
PLHIV with higher levels of hardiness had improved quality of life and wellbeing and 
were psychologically less stressed than those who had lower hardiness levels. Those 
PLHIV who showed higher hardiness levels also showed commitment which was an 
important factor influencing a positive view about the self.  
 
Hardiness also influences the caregiver‟s role. Hardiness is defined Kobasa (1982)  in 
Hammer (1996:215) “as a general orientation towards life that influences how a 
stressful event is perceived”.  It refers to what a person learnt in the past and how to 
deal with a similar situation later. Lichtenstein (2006), who examined the interaction of 
the body and mind in people infected with HIV, also supported the notion that past 
experience influenced how one deals with a stressful situation. According to Smeltzer et 
al 2010:81), hardy people derive pleasure from a stressful situation because it provides 
opportunities for growth. As indicated in section 2.4.2.2.1 of this thesis, PLHIV would be 
more likely to employ past experiences to cope with current challenges if these past 
experiences had been successful in accomplishing results. 
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3.3.2.4   Barriers to pain management 
 
Different barriers to pain management, which could also be defined as additional 
contextual stimuli in pain causation, were identified from the literature. Some of these 
barriers involve health care professionals, family members and PLHIV themselves. 
 
Knowledge of the physiology of pain and pain management modalities influence the 
way in which health care providers, family members and the patients treat pain.  Young, 
Horton and Davidhizar (2006) who examined the influence of past experience on future 
care giving, found that experience does not relate to a positive outlook in future 
encounters. These authors also warn against the negative effect that negative attitudes 
of nurses towards patients in pain could have on the patients‟ management of pain. 
These findings are consistent with those of Andreasson and Berglund (2011:15) who 
revealed that nurses had negative attitudes towards PLHIV. 
 
The findings by Mosoui et al (2006) in their study on policy issues pertaining to palliative 
care in Romania, revealed that there was inadequate supply of analgesics in health 
care facilities. There were also policy and legal issues which contributed to ineffective 
pain management. These authors further indicate that barriers to pain management 
included lack of knowledge on the part of health care professionals and issues related 
to restrictive prescription regulatory mechanisms. 
 
3.4   CONTROL PROCESSES (COGNATOR/REGULATOR SUBSYSTEMS) 
 
The variables pertinent to the control processes contained in the RAM in health and 
illness, including HIV-related infections, are perceptions of symptom distress, 
perceptions influenced by hardiness, perceptions of control over life events and 
perceptions of disability. (George 2002:326). 
 
3.4.1 Perceptions 
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Perception involves “processing of information” and it is one of the important functions 
of the brain as alluded to by George (2011:297); and Meleis (2007:294) as defined in 
section 2.4.2.2 of this thesis. 
 
 
 
3.4.1.1   Perceptions of symptom distress 
 
Richardson, Helkes, Karim, Weber, Anastos and Young (2009) examined pain 
experienced by women with advanced HIV disease. This study‟s findings revealed that 
HIV infected women suffered from opportunistic infections which also made the pain 
worse. They had lost hope and had “more psychological distress”. Tsao et al (2005) 
concurred with Richardson et al (2009) on the association between pain and 
psychological distress. 
 
3.4.1.2 Perceptions influenced by hardiness 
 
Past experience with pain influenced how PLHIV deal with pain. Sukati et al‟s (2005) 
findings revealed that PLHIV used complementary alternative methods such as herbs 
and vitamins to manage their discomforts.  Tsao et al (2005) also examined pain and 
the use of complementary and alternative treatments in HIV disease. Increased pain 
levels in PLHIV confirmed that the use of unlicensed drugs could affect users 
negatively. Sukati et al (2005) concurred with Tsao et al (2005) that medications were 
more effective in treating pain compared to complementary alternative methods. 
 
3.4.1.3   Perceptions of control over life’s events 
 
Uwimana and Struthers (2007) studied the met and unmet needs of palliative care for 
PLHIV. The findings revealed that PLHIV had difficulty in performing activities of daily 
living. The findings also indicated an association between improved health status and 
the ability to perform tasks (Uwimana & Struthers 2007:580).  PLHIV who had altered 
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mental status were studied by Douaihy et al (2007). The findings revealed that the 
“general activity level” was altered due to the pain, and had difficulty in walking, and the 
PLHIV could hardly do anything, which was in agreement with Uwimana and Struthers‟ 
(2007:580) findings.   
 
 
3.4.1.4 Perceptions of disability 
 
The study by Douaihy et al  (2007) acknowledges the relationship between chronic pain 
and the ability to perform social roles. Ownby and Dune (2007:55) counter cautions 
about the pathological changes caused by unrelieved pain, by pointing out that pain 
could result in complications such as immobility and altered gait contributing to 
increased dependence of sufferers on other people for performing their activities of daily 
living. 
 
3. 4.2   Physiological adaptation modes 
 
The following variables are the manifestations of the physiologic mode in adaptation 
namely; biological indicators, symptom reports and effects on activities of daily living. 
 
3.4.2.1 Biological indicators 
 
Peltzer and Phaswana-Mafuya (2008) explored experiences of PLHIV on managing 
their symptoms. Malnourished PLHIV had lowered CD4 counts. Malnutrition was also 
associated with low CD4 counts and increased discomfort levels by Peltzer and 
Phaswana-Mafuya (2008:271). 
 
Breitbart, McDonald, Rosenfeld, Passik, Hewitt, Thaler and Portenoy (1996) studied 
characteristics of pain in ambulatory AIDS patients. Breitbart et al (1996:319) found no 
association between CD4 counts and pain. However, Breitbart et al (1996:319) agreed 
that the presence of opportunistic infections and the severity of AIDS-associated 
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symptoms are linked to pain experiences. Spirig, Moody, Battegay and DeGees (2005) 
examined how PLHIV managed symptoms of HIV-related disease. The findings concur 
with those of Breibartet al (1996:319) that the presence of discomforts got worse with 
the declining CD4 counts.  
 
 
3.4.2.2   Symptom report 
 
Denke (2008) undertook a study to determine pain levels reported by PLHIV as well as 
the prevalence of pain. This author maintains that there was no difference in the 
intensity of pain reported and the stage of HIV-related disease. The association of pain 
and the CD4   count was also denied by Denke (2008) as well as by Richardson, 
Heikes, Karim, Weber, Anastos and Young (2009). Pain was reportedly more intense 
with a low CD4 cell count (Richardson et al 2009). However the same study confirmed 
that pain was associated with alterations in mental status and physical ability, which 
was congruent with reports by Douaihy et al  (2007) and   Aoizerat et al (2012:128).  
 
Pain reports were also associated with gender as women reported more pain than their 
male counterparts (Douaihy et al 2007; Richardson et al 2009). However, Lebovits, 
Smith, Maignan and Lefkowitz (2004), Del Borgo, Izzi, Chiarotti, Del Forno, Moscati and 
Cornacchione (2001) and Leserman, Whetten, Lowe, Stangl, Swartz and Thielman 
(2005 cited in  Tsao, Stein and Dobalian (2010) disputed any association between 
gender and pain. These findings were congruent with those reported by Rotheran-Borus 
(2000 cited in Tsao et al 2010). 
 
3.4.2.3   Effects on activities of daily living 
 
The impaired ability to carry out activities of daily living in PLHIV and patients in pain is 
well documented (Phaladze et al 2005:124; Breitbart et al 1996).PLHIV experience 
changes in their lives because of pain (Douaihy et al 2007) and it could be difficult to 
perform activities of daily living such as “walking and working”.  Owny and Dune (2007) 
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explored processes employed by PLHIV for managing peripheral neuropathy, which 
confirmed the association between high pain intensity and functional inability. A 
correlation between the intensity of symptoms and functional status is also alluded to in 
Phaladze et al  (2005:125) and Breitbart et al (1996). This is attributable to the 
generalised muscle pain and neuropathies of greater intensities because of the effect of 
the virus on the myelin sheath of the nervous system (Uwimana & Struthers 2007:579; 
Richardson et al 2009).  
 
Literature shows some common types of viral myositis, whereby there is a spontaneous 
attack on a healthy body causing an auto-immune response with no known cause. 
However, HIV is a causative organism of viral myositis, a common condition caused 
where the pathogens of the virus attack the immune system (Jeffress 2003; Crum-
Cianflone 2008). 
 
3.5   Psychological Mode 
 
Variables pertaining to the psychological mode include self-concept, self-esteem, 
hopelessness, powerlessness and low morale as defined in section 2.4.2.2.2.2 of this 
report. 
 
3.5.1   Self- concept 
 
Self-concept mode is concerned with one “beliefs or feelings about the self” and 
according to George (2011:302) and Roy and Andrews (1999:49) it is central to 
person‟s behaviour.  
 
3.5.1.1 Self – esteem 
Self-concept relates to one‟s perception about oneself, one‟s integrity and morals and 
psychological characteristics of the self (Alligood & Marriner-Tomey 2006:309; Meleis 
2007:294). PLHIV experience feelings of worthlessness, altered integrity and 
helplessness. Douaihy et al (2007) observed that patients in pain are bogged down by 
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having everything done for them, making them loose privacy and autonomy over their 
bodies. Spirig et al (2005:338) underscore the importance of positive living and confirms 
that social networks and counseling assisted PLHIV to manage discomforts and 
improve their self-worth and self-esteem. 
 
3.5.1.2 Hopelessness 
 
Breitbart et al (1996) indicate that when PLHIV who are in pain, are compared to 
patients who are not in pain, those in pain were more likely to show signs of 
hopelessness. Douaihy et al (2007) confirm that manifestations of “psychological 
symptoms such as hopelessness” were evident in PLHIV who experienced pain. The 
results of their study indicate that pain leaves PLHIV feeling hopeless. Phaladze et al 
(2005:125) confirm a relationship between the level of satisfaction and hope for the 
future and PLHIV with higher levels of education as well as how their aspirations were 
“destroyed by being diagnosed with HIV”. Collazos et al (2009:517), who studied how 
educational background influenced disease outcomes, concur with Phalaze et al 
(2005:125) on the association of educational level and positive outcomes of HIV 
infection.  
 
Evans, Ferrando, Sewell, Goggin, Fishman and Rabkin (1998) also undertook a study 
on pain in depression in HIV disease. The results maintain that even pain of mild 
intensity was associated with distress.  However, pain was not associated with feelings 
of hopelessness. 
 
3.5.1.3   Powerlessness  
 
PLHIV are more overwhelmed by a feeling of powerlessness than that of physical pain. 
Pain, in both cancer and HIV and AIDS patients (Saint Peregrine 2008), brought 
feelings of powerlessness. Botswana Ministry of Labour and Home Affairs (2012)  
asserts that women are the hardest hit in this regard by HIV disease, and have more 
risks than their male counterparts which is consistent with the findings of  Botswana‟s 
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Ministry of the State President (2005:1). This powerlessness militates against women‟s 
prevention of STDs efforts. 
 
 
 
3.5.1.4   Low morale 
 
The best way to raise a patients‟ morale is through the strengthening of his/her social 
support systems. This suggestion is consistent with Uys (2005:103) who reveals that 
PLHIV and their families benefit from counselling as they experience lowered morale 
resulting from grief, which is consistent with findings reported by Spirig et al (2005:338). 
 
3.5.2   Role function 
 
According to Roy and Andrews (1999:49), role function mode depicts a “category of 
behaviour pertaining to roles in human systems” and variables pertaining to role 
function mode include work, social activities and recreation as discussed in section 
2.4.2.2.2.2.2. 
 
3.5.2.1   Work 
 
Pain has an impact on the psychological and physical wellbeing of any person, including 
PLHIV. This is congruent with the findings by Douaihy et al  (2007) and Richardson et al 
(2009). Quality of life is also affected by pain (Aouizerat et al 2010:126; Douaihy  et al 
2007; Richardson et al 2009).  
 
According to Richardson et al (2009), PLHIV with pain encountered disturbances in 
„aspects of life such as mobility, vitality, and social interactions‟. Aouizerat et al 
(2010:130) revealed that PLHIV experience “severe to very severe” pain with pain 
increasing as the disease progresses. Nair, Mary, Prarthana & Harrison (2009) 
undertook a study on the prevalence of pain in PLHIV. These authors concur with 
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Aouizerat et al (2010:130), Cucciare et al (2008:340), Els and Power (2006:14b) and 
Mosoiu et al (2006:2110) on the association between increased pain and advanced 
stages of HIV-related disease. 
 
Mosoiu et al  (2006:2110) and Wallace et al (2007:58) concur that PLHIV experience 
physical limitations due to peripheral neuropathies which are common in HIV-related 
infections. This accounts for the functional disability in PLHIV experiencing pain. 
 
3.5.2.2   Social interaction and recreation 
 
PLHIV are often not capable of engaging in social gatherings. Recreation is also a thing 
of the past as they can no longer enjoy it because of being home bound with HIV-
related infections and the accompanying discomfort from pain. Phaladze et al 
(2005:121) maintain that PLHIV are often too sick to participate in any activities. This is 
similar to Richardson et al’s (2009) and Douaihy et al (2007) s‟ conclusions that PLHIV 
are often weak and immobile and have lost the companionship of significant others. 
This nullifies the chances of mingling with others for social and recreational reasons. 
 
3.6   Interdependence 
 
According to Alligood and Marriner-Tomey (2006:310) and Meleis (2007:294), the 
interdependence mode focuses on close relationships with significant others and 
support systems that contribute to meeting interdependence needs such as love and 
being loved, nurturing and acceptance within the social system. The following concepts, 
pertaining to the interdependence mode, are discussed in this section: family relations, 
social support, resource adequacy and social isolation. 
  
3.6.1   Family relations 
 
According to Littlewood et al (2008:145) and Mak, Cheung, Law, Woo, Li and Chung 
(2007:1549), HIV-related disease is highly stigmatised. Mak et al (2007) examined self- 
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stigmatisation and social support in the well-being of PLHIV. The results lament that 
relationships with family and friends are often complex, due to discrimination and 
disclosure issues.  It was further revealed that PLHIV were more comfortable with other 
persons who were HIV+. Anderson and Berglund (2011) examined the care of 
terminally PLHIV. This study laments the difficulty that families had in accepting that a 
family member was HIV positive, and there were patients who were unwilling to talk 
about the HIV status of any family member (Andreasson & Berglund 2011:17).   
  
3.6.2   Social support 
 
According to Spirig, Moody, Battegay, & DeGees  (2005:338), social support in the form of 
social networks contributes to “fewer depressive signs and symptoms” by PLHIV. It is 
further   maintained that supportive networks contribute to fewer pain reports and the 
employment of more effective coping strategies. These findings are also congruent with 
that of Mak et al (2007:1557) and Uys (2002:103).   
, 
3.6.3   Social isolation 
 
PLHIV in pain are often socially isolated due to immobility and being too weak to do 
anything for themselves. The psychological and physical impact of pain contribute to the 
isolation as PLHIV if they are unable to interact with others  Phaladze et al (2005:121) 
note that PLHIV who are stigmatised and being discriminated against, because of their 
HIV status become socially isolated. These authors further argue that caregivers might 
exhibit isolative behaviours because of their association with AIDS patients. As a 
countermeasure, these authors recommend the strengthening of relationships between 
patients and their family members and health caregivers to promote therapeutic 
relationship in the home setting. Andreasson and Berglund (2011:5) also assert that 
PLHIV “experienced a sense of isolation, stigma and a lack of compassion” 
 
3.6.4 Resource adequacy  
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Resource adequacy is vital in caring for PLHIV. Sukati et al (2005:186) maintain that 
PLHIV who live in poverty have no purchasing power to afford medications to 
ameliorate HIV-related symptoms. These findings are consistent with those of Phaladze 
et al (2005:121). Botswana‟s MOH (2004:22) also maintains that many PLHIV live in 
poverty and other family members need to provide for their financial and material needs. 
 
Andreasson and Berglund (2011:18) confirm that there were inadequate resources to 
care for PLHIV in Namibia. Uwimana and Struthers (2007:580) concur with Andreasson 
andBerglund (2012:18) that PLHIV might often face financial challenges to meet their 
needs for medical services and drugs. Hopson (2007) studied families caring for a 
PLHIV. The study showed that PLHIV with reliable incomes are more likely to live a 
healthy lifestyle as opposed to those with little or no income (Hopson 2007:245). 
 
3.7 Adaptive and ineffective behaviours 
 
According to George (2011:296) and Roy and Andrews (1991:8), responses from the 
human system are referred to as behaviours which are observable and can be 
subjected to measurement. Responses  can either be adaptive “when the system is 
able to meet the goals in terms of survival, growth, reproduction, mastery and 
transformations of the system and the environment”  and “ineffective” when the human 
as an adaptive system shows the opposite (George 2011:296) and Roy and Andrews 
(1999:44). 
 
3.7.1 Adaptive responses 
 
Adaptive responses are those behaviours “that promote integrity of the person” 
(Alligood & Marriner-Tomey 2006:310). The adaptive behaviours involve interventions 
that PHIV found effective in pain control in addition to taking pain killers. Uwimana and 
Struthers (2007:251) support the use of pharmacological treatment in controlling pain. 
The use of complementary therapies such as exercise, relaxation, meditation and 
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massage in addition to pharmacological treatment are supported by Sukati et al 
(2005:189) and by Tsao et al (2005:430). 
 
Physical methods include sleep and the application of topical products while cognitive 
methods include diverse activities such as watching television, talking on the phone and 
reading. These are personal strategies learnt over time and which were repeated under 
similar situations since they provided some form of relief from pain. 
 
The WHO pain treatment model, commonly called WHO analgesic ladder, as discussed 
in section 1.5 of this thesis, is supported by Cucciare et al (2008:341) and by 
Botswana‟s MOH (2008:21) for its claim to effective pain control in HIV-related disease. 
The WHO analgesic ladder dictates the choice of analgesic therapies based on two 
dimensions of pain namely: the intensity and the type of pain. 
 
3.7.2   Ineffective behaviours 
 
Ineffective responses are those behaviours that “neither promote integrity nor contribute 
to the goals of adaptation” (Alligood & Marriner-Tomey 2006:310). There are 
interventions which PLHIV found ineffective. Andreasson and Beglund  (2011:10) reveal 
that PLHIV were given paracetamol tables which could not control their pain. Sukati et 
al (2005:190) assert that while PLHIV use complementary strategies such as massage, 
this does not always relief the pain. Although future studies should determine the 
suitable types of complementary therapies for pain control, studies into practices that 
could aggravate a patient‟s pain experience should also be conducted. Thus studies 
into both effective and ineffective adaptations should be undertaken. 
 
3.8  SUMMARY 
 
In this chapter the literature reviewed has been presented according to the structure of 
the RAM. The pathophysiology of HIV and the physiology of pain have been presented 
as primary stimuli (foci). Pain is further explicated in detail according to the subsections 
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of the RAM as explicated in chapter 2 of this thesis. The literature review provided 
information on which the tool development of part of the data gathering instruments 
(interview schedules) for the current study was based.  
 
The methodology chapter follows the literature review and will discuss the methodology, 
study design, target population, sample selection, research instruments validity and 
reliability and ethical considerations.  
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CHAPTER 4 
 
METHODOLOGY 
 
 
4.1   INTRODUCTION 
 
This chapter focuses on the methodology and study design of the current study. This 
study focused on pain management of PLHIV on home-based care in Botswana. The 
study was conducted in two phases, namely a qualitative and a quantitative phase. The 
data gathering instruments for both phases were self-designed and were based on the 
central concepts of the RAM as discussed in chapters 2 and 3.  In line with these two 
major research paradigms, attention was paid to trustworthiness during the qualitative 
phase by means of measures as indicated in section 4.5 of this thesis. Reliability and 
validity of the structured interview schedules and quantitative data are discussed in 
section 4.6.6.3. Although the issues of research credibility from the point of view of the 
two paradigms differ, there is no contradiction in measures to simultaneously maintain 
this across paradigms.  
 
This study combined qualitative and quantitative approaches to determine pain 
experiences of people living with HIV on a CHBC programme and how they managed 
their pain.  The two methods were combined so that they could complement each other 
(Streubert & Carpenter 2011:350; Johnson & Christensen 2012:439; Wiersma & Jurs 
2009:287).  An interview guide (Appendix D) was developed in accordance with the 
RAM‟s major components, and this qualitative component of the study led to the 
construction of a self-designed structured interview schedule for collecting data in phase 
2 of this study (Appendix F), also depicting the major constructs of the RAM. The design 
thus resembles what Creswell (2011:Loc933; 2014:Loc5141 and Loc5209) refers to as 
“the exploratory sequential mixed methods design. 
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4.2 RESEARCH PROBLEM AND RESEARCH QUESTIONS 
 
The research problem is concerned with pain mismanagement in HIV-related infections  
due to various factors such as non-emphasis on pain management by government, 
patho-physiology of the disease/syndrome with neurological damage, side effects of  
ARVs, patients‟ potential inability to report their pain to health care providers, 
stigmatisation, Batswana traditional practices, poor pain assessment on the part of 
health care workers, knowledge deficits on the part of family caregivers, impaired 
mental/physical state which were discussed in section 1.3.1 of this thesis. The resulting 
overarching research question was “How is pain managed by PLHIV on a CHBC 
programme in Botswana?”. 
 
4.2.1 Purpose of study 
 
The purpose of a study refers to the goal of undertaking a research project (Brockopp & 
Hastins-Tolsma 2006:16; Johnson & Christenson 2012:73; Polit & Beck 2006:116). To 
enable the research question to be answered, the purpose of a study should say 
exactly what the researcher intends to do and how he/she intends to answer the 
research question. 
 
The purpose of this study was to determine how pain in PLHIV was managed and to 
make recommendations to improve pain management in PLHIV. The specific objectives 
for the current research were to: 
 explore pain experiences of PLHIV  on home-based care 
 explore the modalities of pain relief and treatment implemented by PLHIV  on 
home- based care 
 identify factors influencing pain management 
 attain these purposes within the theoretical guidance provided by the RAM. 
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The study endeavoured, within the theoretical structure and guidance provided by the 
RAM, to determine how PLHIV manage their pain and the specific questions addressed 
by the study are outlined   in detail in sections   4.4.2 and 4.6.3   categorised under the 
qualitative and quantitative phases of the study.  
 
4.3 THE RESEARCH DESIGN  
 
The term “research design” is defined in LoBiondo-Wood and  Haber (2006:202),  Polit 
and  Beck (2006:55)  and Wood and  Ross-Kerr (2006:113) as the overall plan that the 
investigator used to obtain answers to the research questions. It is a “set of instructions 
that guide the investigator as to how to collect the required data and how to analyse 
data” in order to answer specific questions.  It suggests what observations to make, how 
to make them and what to make of them (Gerrish and Lacey 2006:20; Wood and Ross-
Kerr 2006:115). This ultimately depends on the research paradigm within which the 
research is conducted. As indicated previously, in the case of the current research a 
two-phase qualitative-quantitative design was followed.  
 
4.3.1 Mixed methods research and triangulation of research methods  
 
 The research design adopted for this study is best defined by, what Bowling and 
Ebrahim (2005:234) and Creswell (2011:Loc933; 2014:Loc5141 and Loc5209) call a 
sequential exploratory strategy in mixed methods. In essence this strategy involves an 
initial phase of qualitative data collection, followed by quantitative data collection and 
analysis with the findings being integrated into the interpretation phase.  This, according 
to Bowling and Ebrahim (2005:234), would be useful in the development of a new 
quantitative instrument. It is mainly for the latter purpose that the current mixed methods 
approach was used. However, the researcher also benefitted from the qualitative phase 
as she came to a better understanding of the research topic in context, as experienced 
by participants in their own words. 
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4.3.2   Research paradigm 
 
Qualitative research is interpretive in nature while quantitative studies are embedded in 
the tenets of positivism. Positivism refers to the philosophy underlying a research 
approach with a notion that “true knowledge is based in science”.  On the contrary, the 
interpretive paradigm which believes that experiences and actions are the ones that 
bring about meanings. Research from both these paradigms can however be 
descriptive in nature. A comparison of positive and interpretive paradigms, pertaining to 
qualitative and quantitative approaches, is presented in Table 4.1. 
 
Table 4.1: Comparison of positivism and the interpretive paradigms  
 
Characteristic Quantitative approach  Qualitative  approach 
Basic assumption Observable facts make up the social 
world and reality is objective. 
Reality is subjective and is based on 
ideas, beliefs and perceptions that 
people hold about reality. 
Sources of 
knowing 
Knowledge is obtained through 
scientific process and is context-free 
Meanings are derived from experiences, 
actions and perceptions. 
Methods Pre-structured instruments with 
controlled measurements are used. 
 
 
 
Data are in the form of 
numbers/statistics. 
 
Examples: Structured interview 
schedules, rating scales and structured 
observations. 
Open ended questions, observations and 
semi-structured questions providing 
guidance to respondents to express 
themselves freely.  
 
Data are in the form of words/narrative. 
 
 
Examples: In-depth interviews 
 
 
Focus Quantitative research aims to describe 
and verify behaviour through causal 
and associative behaviours. 
Qualitative research captures fluid 
processes and accurate social reality.  
Data collection Respondents are confined to 
predetermined questions in a data 
collection tool. 
Respondents provide data naturally and 
spontaneously. 
Philosophical origin Positivism Interpretivism 
 
Source: Johnson and Christenson 2012:34-35; Neuman 2007:42; Polit and Beck 
2008:56; Streubert   and Carpenter 2011:20). 
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The presentation of the key attributes of qualitative and quantitative research as 
depicted in Table 4.1 implies an unbridgeable divided; two uniquely different 
worldviews.  
 
However, according to Creswell (2014:11), pragmatism is not committed to any one 
system of philosophy and reality. This suits mixed methods research well in that 
inquirers may draw liberally from both qualitative and quantitative assumptions (see 
Table 4.1). This leaves the researcher free to use the methods, techniques and 
procedures of research that best meet their needs and assumptions. Pragmatists do not 
see the worlds as an absolute unity as a proposed by using mixed methods too. 
Pragmatists thus believe in an external world independent of the mind (quantitative) as 
well as that lodged in the mind (qualitative). To quote Creswell (2014:11), “for the mixed 
methods research, pragmatism opens the door to multiple methods, different 
worldviews, and different assumptions, as well as different forms of data collection and 
analysis”. 
 
Creswell (2014:245) defines pragmatism as a worldview that arose from a concern with 
“what works” and thus from situations, actions and consequences rather than broader 
antecedent conditions. Morgan (2007) summarises a pragmatic perspective as drawing 
on employing „what works‟ using diverse approaches, giving priority to the importance of 
the research problems and questions and valuing both subjective and objective 
knowledge. This worldview, according to Creswell and Plano Clark (2007:27) allows the 
researchers to be free of mental and practical constraints imposed by „forced‟ choice 
between positivism and constructivism thereby offering the researchers an opportunity 
to produce a properly integrated methodology in which the value of qualitative and 
quantitative research methods is acknowledged. 
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4.3.3   Descriptive design 
 
With a descriptive design, the researcher does not attempt to control behaviour or 
change conditions, but to gather information as it occurs in the natural setting (Babbie 
2010:93; Brink 2006:102; Johnson & Christenson 2012:366). Research at the 
descriptive level is open to both qualitative and quantitative paradigms. In the same 
vein, both the qualitative and quantitative phases of this study are descriptive in nature. 
In addition, narrative accounts or narrative data could be grouped and quantified. This 
level of research also makes for triangulation which is discussed later in section 4.3.5 of 
this thesis. 
 
During the current research, a descriptive design was therefore used to describe the 
current situation as it occurred at a specific moment in time with regard to pain 
management in PLHIVs on home-based care in a Batswana community. The 
researcher, however, did not keep to description per se but also, with regard to the 
quantitative part of the research entered the field of correlational research. This 
especially became necessary as the components provided by the RAM had to be 
related to one another within the current field of study. Statistical relationships of 
correlation were thus sought during the data analysis. Burns and Grove (2009:246) 
indicate that a descriptive correlational design provides “hypotheses for later studies” 
which is congruent with LoBiondo- Wood and Haber‟s standpoint (2010:201). 
 
4.3.4 Rationale for adopting the study design 
 
As indicated earlier, the researcher opted for a qualitative descriptive and quantitative 
descriptive and correlational study combining qualitative and quantitative research 
potential to better describe and understand the management of pain of PLHIV on home-
based care. As indicated in Table 4.1 qualitative research captures fluid processes and 
accurate social realities while, on the other hand, quantitative research aims to describe 
and verify behaviour through causal and associative behaviours.  
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4.3.5   The rationale for using triangulation of research methods 
 
The researcher chose to combine qualitative and quantitative methods (triangulation) to 
arrive at a clearer understanding of the research topic (LoBiondo-Wood & Haber 
2006:142; Polit & Beck 2006:245; LoBiodo-Wood & Haber 2006:142). Triangulation is 
defined by LoBiondo-Wood and Haber (2006:141) as “combining, different methods, 
theories, data sources, including data collected from different sites or at different times 
or investigators to converge on a single construct”. LoBiondo-Wood and Haber 
(2010:119) refer to triangulation as “using two pieces of information to find a third 
unique finding”. Burns and Grove (2009:231) define triangulation as the ”combined use 
of two or more theories, methods, data sources, investigators, or analysis methods in 
the study of the same phenomenon”.    
   
Triangulation   involves the application and combination of several research methods in 
the study of the same phenomenon in an attempt to investigate a phenomenon 
(Johnson Christensen 2012:439; Burns & Grove 2005:224; Gerrish & Lacey 2006:419; 
Polit & Beck 2008:196). According to Green, Caracelli and Graham (1989 cited in 
Creswell 2014:Loc5497) the purpose of mixed methods research includes triangulation 
in an attempt to seek convergence. Triangulation is one of five purposes identified, the 
other four being complementarity, development, initiation and expansion (Creswell 
(2014:Loc5514). 
 
A combination of research methods can help to provide more data to work with and 
ultimately produce a more accurate evaluation, hence increased overall validity of the 
study (Burns & Grove 2005:224; LoBiondo-Wood & Haber 2006:142; Polit & Beck 
2006:333). The present study utilised qualitative and quantitative data collection and 
analyses procedures. Qualitative data were collected through the use of an interview 
guide and an observational schedule, followed by a structured interview schedule that 
also included Pain Drawings and Face Pain Drawings (Appendix F)  to collect data from 
respondents on their pain experiences and management.  
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Data from the two paradigms were analysed separately as proposed by Creswell 
(2014:Loc5234) for an exploratory sequential mixed methods design and findings were 
integrated at the interpretation stage, comprising chapter 7 of this thesis. Findings 
relating to the two research paradigms (phases of the research) were not compared as 
the samples were from the same population; however participants from the qualitative 
phase were not included in as respondents in the quantitative phase as proposed by 
Creswell (2014:Loc5234). 
 
A formative or initial phase (Creswell 2014:Loc5216), with individual in-depth interviews, 
provided information for generating and designing the data collection tool for the 
quantitative phase, as well as for identifying language meaningful to the study 
population and for the researcher to better understand the research topic in context. 
However, qualitative (open-ended) questions were included in the quantitative 
instrument (structured interview schedule or questionnaire) to collect limited data on 
issues such as a detailed explanation of what precipitated pain and what made it better, 
patients‟ previous encounters with private practitioners, as well as suggestions on how 
pain management could be improved, which could not be answered in the structured 
format. Qualitative content analysis was used to analyse data from interviews. Content 
analysis is an approach used to analyse word responses through either grouping them 
under similar themes or responses or categories (Burns & Grove 2009:528; LoBiondo-
Wood & Haber 2010:275). This is also sometime referred to as “thematic analysis” 
(Braun & Clarke 2006; Pearson 1995-2010).The qualitative data from structured 
interview schedules was also analysed in the same way, however, were quantified and 
entered onto the data spread sheet with the rest of the interview items and scores. 
 
 
 4.3.6   The setting for the study 
 
The study setting was the PLHIV‟s natural setting, which was their homes in the 
Gaborone, Kgatleng, South East and Kweneng districts which were within 50 kilometres 
from Gaborone, the capital city of Botswana. According to the Botswana AIDS Impact 
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Survey of (2008:47), HIV prevalence rate in towns stood at 22.1% and urban villages at 
16.6%. These study sites were chosen because they are urban villages and Gaborone 
is a town with high HIV prevalence rates than rural areas and therefore provided 
enough sample size for the study.  During the period October 2011, the CHBC office in 
the Botswana Ministry of Health recorded a total number of 448 PLHIV on CHBC in all 
the selected study sites. 
 
These districts were chosen because they had similar drivers of the HIV epidemic as 
well as high prevalence rates, which make them good study sites. The settings were 
also preferred because it was where they were cared for by their families and visited by 
the health care providers for psychological support. 
 
4.4   PHASE   1:  QUALITATIVE RESEARCH  
 
Qualitative research emphasises the dynamic, holistic and individual aspects of human 
experiences and attempts to capture those aspects in the entirety, within the context of 
those who are experiencing them.  The uniqueness of qualitative research lies in the 
fact that it does not focus primarily upon the identification and explanation of facts, but 
upon the illumination of people‟s interpretations of those facts.  In qualitative research, 
the interviewer is an integral part of the investigation (Babbie 2010:275; Johnson & 
Christenson 2012:34). 
 
The qualitative leg of the study was therefore concerned with understanding of human 
experiences in pain phenomenon as described by the participants. The qualitative data 
thus served to enhance the researcher‟s understanding of the pain experience of 
PLHIV. The interviewer was able to describe, explain and explore the participants‟ 
perspectives. 
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4.4.1 The rationale for implementing a qualitative phase  
 
The qualitative paradigm aimed to understand the perspective of PLHIV through 
sustained contacts in the setting where they spent their everyday lives. The approach 
allowed the researcher to enter the world of PLHIV and  get to know, be known and 
trusted by them, and systematically keep detailed written records of what was heard 
and observed (Burns & Grove 2005:53; Neuman 2007:89). 
 
Qualitative approach aims to understand behaviour in a natural setting. The meaning 
that PLHIV gave to their pain experience was captured through using structured 
qualitative research as well as making observations with the intention to understand the 
perspective of informants within the context of their everyday lives. Probing during 
interviews allowed the researcher to qualify her understanding of participants‟ views. 
Probing referred to a technique used by the interviewer to request for more information 
from respondents, in a specific area during an interview (Brink 2006:152; Neuman 
2007:89; Polit & Beck 2006:507; Johnson & Christensen 2012:378; Polit & Beck 
2006:507). The qualitative approach was therefore holistic and naturalistic in nature 
because of closeness of the researcher and the informants. The holistic nature of 
qualitative research was observed in studying pain experience in its context rather than 
concentrating on narrow aspects. The qualitative design was structured using an 
interview guide (Appendix D), a number of open-ended questions to which informants 
could respond openly in their own words. An observational guide (Appendix E) was 
used alongside the interview guide to keep record of any observation not captured by 
the interview guide. 
 
The qualitative approach provided understanding of the context of behaviour and 
followed a pattern that replicated the experience (Burns & Grove 2005:53; Myer 2000). 
This phase of the study was undertaken to  
 provide  a deeper understanding of pain experienced by PLHIV  on home-based 
care  
 enable the researcher to study behaviour holistically and naturalistically 
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 contribute to items for inclusion in the subsequent quantitative phase of the study 
 commit the researcher to the subjects through using multiple data sources 
 
Finally, qualitative data analysis occurred concurrently with data collection which 
provided inputs to the subsequent quantitative phase. Some items were derived from 
the qualitative data which were included in the quantitative research, such as accessing 
services of private practitioners and reasons for such actions, factors that precipitated 
pain and those that made pain better,   the presence of other medical  conditions  which 
were  also causing pain and different  pain sites, types and intensities. 
 
4.4.2   Questions to be answered during the qualitative phase of the study  
 
The qualitative phase of the study attempted to answer the following research 
questions: 
 How do PLHIV define pain? 
 What are the pain experiences of PLHIV on home-based care? 
 How do PLHIV perceive their pain treatment modalities? 
 What different methods are used by PLHIV to manage their pain?  
 What do PLHIV perceive as factors contributing to effective/ineffective pain 
management? 
 
4.4.3   Target population 
 
The target population comprised PLHIV who were registered with the CHBC 
programme and were cared for by their family members in home settings in the 
Kgatleng and Kweneng districts.  
 
 
4.4.4 Inclusion Criteria  
 
Criteria for inclusion in the study, also referred to as eligibility criteria, refer to the criteria 
that specify the characteristics that people in the population must possess to be 
considered for inclusion in the study (Burns & Grove 2005:342; LoBiondo-Wood & 
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Haber 2006:261; Polit & Beck 2006:259). Criteria for exclusion in the study were also 
determined. 
The inclusion criteria for the qualitative part required PLHIV to meet the following 
criteria: 
 presence of  HIV-related disease 
 able to speak Setswana  
 male or female adult 
 aged 21 or older to be able to give sole consent in terms of Botswana‟s 
legislation 
 registered with the CHBC programme  
 willing to participate in the study 
 
4.4.4.1 Exclusion criteria 
 
Exclusion criteria are those characteristics which made it impossible for one to  
 
participate in the study, and for the present study they were: 
 
 Alteration in mental status evidenced by lack of orientation to time, place and 
person 
 Difficulty in expressing  self  
 Being very sick on the day of data collection 
 Unwillingness to be interviewed 
 Inability to speak Setswana   
 
4.4.5   Sample and sample size 
 
Sampling refers to a process of selecting a portion of the population which represents 
the entire population (Burns & Grove 2005:341; LoBiondo-Wood & Haber 2006:263; 
Polit & Beck 2006:260).  The non-probability sampling method was used to select the 
sample.  Non-probability sampling entails selecting respondents into the study by non-
random methods where not every element of the population has an equal opportunity to 
be included in the sample (Gerrish & Lacey 2006:176; LoBiondo-Wood & Haber 
2006:264; Polit & Beck 2006:260).   
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A non-probability sampling design was used to select the sample and convenience 
sampling was chosen because of the nature of respondents who were difficult to recruit 
because they were sick and might have suffered from stigma associated with HIV-
related disease which might make them unwilling to participate in the study. A 
convenience sample was deemed to be the ideal sampling method to use. Convenience 
sampling, also known as accidental sampling, refers to the selection of the most readily 
available persons or units as subjects in the study (Burns & Grove 2005:350; Corbin & 
Strauss 2008:153; Johnson & Christensen 2012:230; LoBiondo-Wood & Haber 
2006:265;  Polit & Beck 2006:262). 
 
The sample size was determined by data saturation. Data saturation refers to a situation 
in qualitative data collection, where new information emerges (Corbin & Strauss 
2008:149; Johnson & Christensen 2012:239).  A total of ten  interviews were conducted. 
 
4.4.6   Research instrument 
 
An interview guide was designed for data collection from PLHIV. An interview is a direct 
method of obtaining information, where a researcher questions participants verbally 
which may be done face-to-face or over the telephone (Bless, Higson-Smith & Kagee 
2007:116; Burns & Grove 2005:397; LoBiondo-Wood & Haber 2006:325; Polit & Beck 
2008:324).   The interviews were structured utilising predetermined questions which 
were read out one by one to each participant in the same sequence. Face to face 
interviews were deemed appropriate for the study because it allowed the researcher the 
opportunity to observe the surroundings as well as non-verbal communication and to 
use extensive probes (Burns & Grove 2005:396; Polit & beck 2008:394; Neuman 
2007:190).  
 
The RAM guided the development of the interview guide and the observational 
schedule and each question was treated as a “phenomenon” and was interrogated in-
depth independently during data collection. The data collected tool was developed in 
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English and then translated into Setswana, which is the local language used during the 
interviews.   
 
Components of the RAM guided structuring of the questions and the subsets of 
questions appearing under each component of the RAM, namely: 
  environment: focal contextual stimuli 
 adaptive modes, adaptation level with a focus on adaptive responses and 
ineffective responses 
 under the physiologic process an observational schedule was completed by the 
researcher  reporting any observation during the interview and the researcher 
intervened accordingly. Finally, participants were asked to suggest areas of 
improvements in the management of their pain levels 
 
The questions that were posed to participants under each component of the RAM are 
depicted in Table 4.2. Eight main questions with subsections were designed. The 
following questions were asked: 
 
 
 
 
 
 
 
 
 
 
 
113 
 
TABLE 4.2:  QUESTIONS POSED TO PARTICIPANTS DURING 
THE QUALITATIVE PHASE OF THE RESEARCH 
Focal Stimuli 
 Can you share with me your pain experiences by describing it and indicating the areas where it is felt? 
 What aggravates your pain?  
 Probing for additional aspects such as: chronicity versus acuity, the nature, intensity and duration and any 
other descriptions provided by the participants. 
Contextual Stimuli 
 How would you describe your current experience of stress? 
 How does pain relate to your stress level? 
 What aggravates your pain? 
 What aggravates your stress? 
 Would you say that pain and stress are related? 
 Probe for stress level, intensity and any related matter 
Control processes 
Perceptions 
 Is you pain debilitating?  
 Does your pain negatively influence your daily living? 
 Does pain break your spirit? (Hardiness) 
 Probe for severity on the impact of pain  
Physiological 
(The  Observation schedule was used at this point which was completed for each interview by the researcher). 
Psychological indicators 
 How do you feel about yourself and having to endure pain 
 Are you positive or do you feel depressed/hopeless 
 Are you still in control or do you feel powerless? 
 How does pain affect your general well-being? 
 Probe on psychological impact of pain 
Role function 
 To what extent can you still do your daily work/activities?  Occupation? House work? 
 Do you participate in leisure, recreational or sports activities? 
 Probe on how much social life has been affected 
Interdependence 
 Do you have the support of close family members? 
 Do you have the support of friends? 
 Do you have the support of health care professionals? 
 Probe on level  and kind of support received 
Adaptation 
What do you do about or how do you manage: 
 Pain? 
 Stress? 
 Loneliness? 
 What interventions that you take are successful and which ones are less successful?  
 Why? What conditions? 
 What would you consider truly effective measures? 
 What would you regard as truly ineffective measures/reactions to pain, stress and loneliness? 
 What are the factors that make the pain worse and those that make it better? 
 How do you communicate to your caregivers when you are in pain? 
 How do you adapt to pain? Probe 
 Suggest areas of improvement in managing pain in PLHIV. 
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4.4.7     Data collection procedures  
 
During data collection, special attention was paid to concerns such as entering the 
patient‟s life world, building rapport, conducting the interview and ending the interview.  
 
4.4.7.1    Entering the field 
 
The preliminary logistics of permission to undertake the study was granted and the final 
stage of meeting with the “gatekeepers” for permission to access the participants‟ 
homes was undertaken. Polit and Beck (2008:206) and Bless et al (2007:145) defines 
gatekeepers as those people who have power to authorise entry into the study sites in 
their communities. The District Commissioners, through the District Health Management 
Team Coordinators and the CHBC Coordinators, gave permission for study to be 
undertaken (Appendix B). The researcher was informed about a convenient time to visit 
each household without interfering with daily chores or routines such as patients‟ nap 
time during late mornings and immediately after lunch.  
 
On the day of data collection, the researcher reported to the respective clinic where she 
was attached to the health assistant. The CHBC register was used to confirm each 
participant‟s diagnosis, age, gender, and location.  Thereafter the researcher was 
accompanied to the participant‟s home. All the interviews were done by the researcher, 
who is a clinical nurse specialist and has vast experience in HIV prevention, treatment, 
care and support. She conducted the interviews while at the same time she kept record 
of all the proceedings. Participants were requested if they could be audio-taped and 
they all declined, citing reasons relating to confidentiality concerns. None of them was 
audio-taped to respect participants‟ feelings  
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4.4.7.2    Building rapport 
 
The researcher was dressed in a casual Tswana acceptable full dress so that her 
physical appearance showed respect for self and others, disclosed personal and 
professional life details in relation to on-going research. 
 
The researchers sat close to the participant and spoke in a friendly manner and ensured 
that a proper Setswana language was used. Sitting close to someone is culturally 
accepted as a sign of love, care and belonging, and looking each other in the face also 
showed transparency and respect. The researcher ensured that the environment was 
suitable and free from distractions by making agreements on ground rules such as 
muting of cell phones and not allowing in-coming visitors. Participants were listened to 
attentively, observed closely and feelings were shared to show empathy. Empathy 
refers to a situation where the interviewer is showing feelings for the participants without 
being sympathetic, being neutral and non-judgemental (Johnson & Christensen 
2012:378; Van Dyk 2008:235). 
 
4.4.7.3   Conducting the interviews 
 
None of the interviews were audio tape recorded as permission to do so was denied by 
all participants, and the researcher had to comply with these wishes, adhering to the 
ethical considerations as specified in section 4.9. of this thesis. Instructions about 
proceedings of the interview were explained after the consent to participate was granted 
by participants as stipulated in the consent document (Appendix C). 
 
The interview guide with questions as outlined in section 4.4.6 was used. The main 
sections of the interview guide were the environmental stressors, adaptive system, 
adaptive modes, adaptive responses and ineffective responses.  Probing was used to 
further explore specific issues.  Non-verbal communication and any observations, such 
as signs of pain, weight loss and the presence of lesions were documented on the 
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observational schedule specially developed for the study and participants were advised 
accordingly. 
 
4.4.7.4   Ending the interview 
 
The researcher alerted participants that the conversation was coming to an end, and 
asked if there was anything which needed clarification or further discussions. In the 
absence of any issue, the researcher shook hands in thanking participants and bit them 
farewell. However, participants were informed that should a need arise for follow up 
discussions, another visit could be undertaken. 
 
4.4.7.5 Data analysis 
 
All interviews were conducted in Setswana and were translated into English in 
preparation for data analysis which occurred concurrently with data collection in phase 1 
of the project. Two colleagues, a public relations officer for the National AIDS 
Coordinating Agency and the information, education and communication officer   who 
was also a health promotion specialist checked the translation for exactness. Validation 
of data was done by a professional English and Setswana translator. 
 
According to Morse and Field (1995 cited in Polit and Beck 2006:398), data analysis is a 
“process of fitting data together, of making the invisible obvious, of linking and 
attributing consequences to antecedents”. It is a way of organising and giving meaning 
to the data (Bless et al 2007:163; Burns & Grove 2005:733; Polit & Beck 2006:498).  
 
Data analysis in qualitative research occurred simultaneously with data collection to 
determine when data had reached a point of saturation when no new information 
seemed to appear (Gerrish & Lacey 2006:200; LoBiondo-Wood & Haber 2006:156; Polit 
& Beck 2006:59). Data redundancy therefore determined the sample size in qualitative 
research, which in this study occurred after ten interviews, had been conducted. 
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Narrative data from experiences and observations were analysed by using content 
analysis. Content analysis is a process undertaken to identify specific meanings out of 
responses, or text from collected data (Mouton 2005:166). Wiersma and Jurs 
(2009:249) indicated that content analysis “might include quantifying the number of 
times an issue was mentioned by people being interviewed” which is true with using 
computer software to analyse data from qualitative research. Content analysis pertained 
specifically to the naming and categorising of phenomena through closely examining the 
data.   Open coding was done word for word, line by line and paragraph by paragraph.  
Incidents were compared with one another as the analysis continued and similar 
phenomena given the same name.  Categories were developed under each component, 
provided by the RAM and aligned to research questions in the interview guide under 
respective sections of the RAM. 
 
4.5  ESTABLISHING RIGOR IN QUALITATIVE RESEARCH 
 
Trustworthiness of the present study was ensured by using the model developed by 
Guba and Lincoln (1985 cited in Brink 2006:118), LoBiondo-Wood and Haber 
(2006:193); Polit and Beck (2006:332) Polit and Beck (2008:537) and Streubert and 
Carpenter (2011:48), specifying the four criteria of establishing trustworthiness in 
qualitative studies, namely: confirmability, transferability, dependability and credibility. 
    
4.5.1   Confirmability 
 
Confirmability is defined as the objectivity or neutrality of the data, the potential for 
congruence between two or more independent people about the data‟s accuracy, 
relevance or meaning (Polit & Beck 2006:336; Polit & Beck 2008:196; Brink 2006:119; 
LoBiondo-Wood & Haber 2006:193; Streubert & Carpenter 2011:49). Notes from 
observational schedule were stored separately in relation to the responses from 
interviews and could be used by an independent researcher to draw conclusions about 
the study findings.    
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4.5.2   Transferability 
 
Transferability is defined as the extent to which the findings from the data can be 
applied to other settings or groups (Brink 2006:119; LoBiondo-Wood & Haber 2006:192; 
Polit & Beck 2008:202; Polit & Beck 2006:336; Streubert & Carpenter 2011:49). Full 
description of the background information of participants and the research setting 
provided for transferability in that the characteristics of participants and reasons for the 
choice of the study setting (participants‟ homes) could be fitting to provide evidence in 
similar situations. The study also provided a description of the design, methodology and 
literature control.  
 
4.5.3   Dependability 
 
Dependability refers to “data stability over time and over conditions” (Streubert 
Carpenter 2011:49). There cannot be credibility without dependability (Lincoln & Guba 
1985:316; Polit & Beck 2006:335). 
 
Dependability was ensured during the current research through external checks by the 
supervisors who are experienced researchers. An audit trail was maintained by the 
dense description of the research methodology which was subjected to scrutiny by an 
independent auditor and research experts in the University of Botswana and at the 
Botswana-Harvard HIV Partnership Clinics in Princess Marina Government Hospital 
who were experienced qualitative researchers. Peer evaluation where colleagues of 
researcher and faculty members at the University of Botswana‟s Nursing Department 
and health team members at the Botswana-Harvard Partnership clinics at Princess 
Marina Hospital assessed the data and record keeping by the researcher also 
confirmed dependability. 
 
During data collection, participants‟ responses which were captured in Setswana   were 
translated into English and the Setswana responses were edited by a professional 
translator ( see Appendix I). This ensured credibility and dependability of the data. 
119 
 
4.5.4    Credibility 
 
Credibility is defined in Brink (2006:118); LoBiondo-Wood and Haber (2006:193), Polit 
and Beck 2008:196; Polit and Beck (2006:332) as having confidence in the truth of the 
data and their interpretation. The techniques used to demonstrate credibility are 
triangulation, prolonged engagement and persistent observation, peer evaluation and 
member checks.  
 
The researcher employed   triangulation by using   two  data collection methods namely 
interviews and observations to collect data from PLHIV on pain and related issues as 
experienced by PLHIV. Prolonged engagement and persistent observation was 
demonstrated   by having the researcher participate in the CHBC programmes prior to 
data collection in order to familiarise herself with the environment and participants to 
gain understanding into “culture, language or view of group under study” (Polit & Beck 
2006:332; Polit & Beck 2008:542).  
 
Preliminary findings were shared with peers, experts and PLHIV support groups‟ 
members for appreciation. Colleagues and supervisors were also given data and 
conclusions to evaluate and render inputs.  According to Patton (2001 cited in Polit and 
Beck (2006:334), the researcher‟s integrity is an important aspect of credibility as 
discussed in section 4.9.3 of this thesis. 
 
4.6  PHASE 2: QUANTITATIVE RESEARCH 
 
Quantitative research is primarily concerned with observable and measurable 
phenomena involving people, events or things, and establishing the strengths of the 
relationship between variables by statistical means (Brink 2006:11; LoBiondo-Wood & 
Haber 2006:570; Polit & Beck 2004:729). It rests upon numbers aggregated into 
statistics, to enable the researcher to interpret obtained data and reach conclusions.   
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A typical goal of quantitative research is to get a representative sample, from a much 
larger collection or population, so that the researcher can study the group and produce 
accurate generalisations about the larger group. A quantitative research design allows 
for flexibility in the treatment of data, in terms of comparative analysis, statistical 
analysis, and repeatability of data collection in order to verify reliability. The 
philosophical origin of quantitative research is positivism and the characteristics are 
outlined in Table 4.1. The rationale for implementing a quantitative phase is also 
discussed in section 4.6.1 of this thesis. 
 
In quantitative research, numerical information was collected from formal 
measurements and statistical procedures were used to analyse the data (Burns & 
Grove 2005:24; Gerrish & Lacey 2006:27;  Polit & Beck  2006:15). 
 
4.6.1 The rationale for implementing a quantitative phase  
 
In order to achieve the research objectives and to address the research problem further, 
the researcher conducted a quantitative phase during the current research. The 
rationale for implementing quantitative data was to generate quantifiable data. The 
structure of research was guided by the RAM and this called for quantitative research 
and it was necessary to embark on a correlation approach in order to describe the 
relationship among specific variables (component of the RAM). The advantages of 
quantitative research for the present study include that it indicated the extensiveness of 
attitudes held by respondents has precision, is definite and standardised. It provides 
information on pain pertaining to the level of occurrences, actions and trends and 
answers questions such as “how many?” and “how often?”  
 
4.6.2   The rationale for using a descriptive correlational approach 
 
The rationale for using a descriptive approach resides mainly in its potential to attain a 
high degree of representativeness and the ease in which a researcher can obtain the 
participants‟ opinions (Babbie 2010:93; Brink 2006:102; Johnson & Christenson 
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2012:366). According to Neuman (2007:15), Polit and Beck (2008:274) and Wood and  
Ross-Kerr (2006:123),  a descriptive approach provides the researcher the opportunity 
to get new data, clarity the information as well as provide a highly detailed accurate 
picture about the phenomenon under study. In the present study the researcher was 
able to obtain narrative information through interviews, which was complemented by 
structured interview schedules which resulted in a more complete picture than one 
approach alone could provide.  
 
Descriptive correlational studies establish associations between two or more variables 
that do not lend themselves to experimental manipulations (Johnson & Christenson 
2011:44; Polit & Beck 2008:275). According to Burns and Grove (2005:242) the purpose 
of descriptive correlational research is to determine whether any relationships exist 
among variables present in the research situation as identified and demarcated by the 
research problem question literature review and/or the theoretical structure applied 
during the research. No attempt is made to   control or manipulate the situation. 
According to Polit and Beck (2008:274-275) the purpose of descriptive correlational 
research is to “describe relationships among variables rather than to infer cause-and 
effect relationships”. Correlations are thus described in terms of the change 
relationships among variables. Positive relationship would indicate that when one 
variable increases or decreases so does the associated variable. In negative 
correlations the inverse happens while in neutral associations or correlation one cannot 
tell. Correlation (r) is expressed as a value ranging between +1 thorough 0 to -1. 
 
The nature of the RAM adopted by the study was such that various variables were 
involved and it became important to determine relationships between those variables. 
However, correlational research does not explain how variables are related but rather 
describe the relationship among variables, demonstrates the strength and direction of 
the existing relationship. Correlational research can collect much more information from 
many subjects at one time and  allows the investigation of a wide range of variables and 
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their interrelationships (Bless, Higson-Smith & Kagee 2007:46; Johnson & Christenson 
2012:44; Polit &  Beck 2008:277). 
 
With regard to the current research, the main variables relating to pain management in 
PLHIV were derived for the RAM.  
 
4.6.3   Questions answered during the quantitative phase of the study 
 
The following questions were further explored through structured interviews: 
 What is the intensity and location of pain experienced? 
 What medications and any other pain relief measures do they use? 
 How do PLHIV perceive pain experience? 
 How does pain affect their general wellbeing? 
 How can pain management for PLHIV be improved? 
 
4.6.3.1 Target population 
 
The target population for the quantitative phase of the study was the same as for 
qualitative phase as stipulated in section 4.4.3 of this thesis.  
 
 
4.6.4    Inclusion and exclusion criteria: phase 2 
 
Criteria for inclusion in the quantitative phase of the study were the same as for the 
qualitative phase of the study outlined in sections 4.4.2 and 4.4.4.1. 
 
 
4.6.5    Sample and sampling design 
 
The sampling method and design were the same as for the qualitative phase of the 
study as discussed in section 4.4.5.In the present study the sampling frame was a list of 
all PLHIV on the CHBC programme in the selected districts. The actual list of names of 
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informants was obtained from the CHBC programme‟s register at each participating 
health care institution, and the  respondents‟  outpatient cards were used to confirm  
their medical status, location, diagnosis, treatment prescribed, CD4 count and viral load. 
 
The purpose of sampling in quantitative research is to draw a representative sample 
from a huge number of cases to allow for intensive study. The data were obtained from 
the sample which is the subset of the population selected to participate in the study. The 
quantitative approach uses a sampling design based on theories of probability from 
mathematics called probability or random sampling. Random assignment is a process 
where mathematically random results are generated to select participants in a study, 
operating in a truly random method with each element having an equal chance of being 
selected to participate in the study (Burns & Grove 2005:345;  Neuman 2007:148).  
 
It is through random sampling that the extent to which the sample is representative of 
the target population is increased. Random assignment, also referred to as 
randomisation, entails the assignment of subjects to treatment conditions in a manner 
determined by chance alone (Burns &Grove 2005:245; Johnson & Christenson 2012: 
232).  Random assignment is designed so that the findings can be generalised from the 
sample to the entire population. However, the aim of the present study was not to 
generalise but merely to understand the situation in the areas involved.  
 
Due to considerations of costs, the feasibility of accessing all PLHIV on the CBHC 
programme in the selected districts could not be reached.  Therefore convenience 
sampling had to be resorted to in this study. In convenience sampling, only those 
members available have a chance of being selected. The researcher and research 
assistants ensured that the sample comprised only respondents who met the sampling 
criteria. Another advantage of using a convenience sample was to accommodate all 
eligible patients who agreed to participate in the study, which would not have been 
possible with random sampling methods. The sampling design also allowed the 
researcher to exclude respondents who were too sick to participate in the study. A 
124 
 
convenience sample of 120 PLHIV comprising 66 females and 54 males, who met the 
inclusion criteria, participated in the study. 
 
The main disadvantage of the convenience sampling technique is that respondents 
were not chosen on the basis of statistically random or probability sampling, they might 
not have been representative of the broader population of PLHIV on the CHBC 
programme (Burns & Grove 2005:35; Newell & Burnard 2006:58; Polit & Beck 
2006:262).  
 
The study sites were initially two and there was a challenge of scarcity of eligible PLHIV 
as they did not remain on the CHBC for extended period of time, because of quick 
recovery on HAART. Only bedridden PLHIV in the programme were not discharged 
from the programme. The sites were expanded to five but one was later dropped 
because respondents were scattered in all the villages in the district, which became 
cumbersome and time consuming to trace.   
 
The sample frame comprised 448 PLHIV on home-based care at the time of data 
collection who were eligible to participate in the study. The researcher recruited a total 
120 respondents from the targeted population. There were four targeted study sites and 
hence the   sample size was determined by the number of possible respondents in the 
particular area. The sample size was determined in advance based on a mathematical 
formula which was such that  20% of the eligible population in a study site where there 
were fewer than hundred possible sample size and 25% where there were hundred or 
more of possible sample size was selected to participate in the study as depicted by 
Table 4.3 (Bartlett, Kotrlik.  Higgins 2001; Cochran 2004). 
.  
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Table 4.3: Total number of PLHIV on home-based care by district 
Study Site / District Total Population Sample Size 
   
South East 177 45 
Gaborone 73 25 
Kgatleng 107 30 
Kweneng 91 20 
   
TOTAL 448 120 
 
4.6.6    Research instrument 
 
The RAM guided the development of the structured interview schedule (Appendix F) 
used to collect data from PLHIV. The instrument utilised both closed and open ended 
questions with both qualitative and quantitative data, and therefore collected the same 
information from all respondents.  
 
Two types of self-reported measures of pain were used in this study namely; Pain 
Drawings (PD) and Faces Pain Drawings (FPD). These pain reporting measures were 
used for their clinical utility and heuristic value in assessing pain intensity, location and 
distribution (Black, Hawk & Keene 2001:481; Disorbio & Daniel 1999; Kim & 
Buschmann 2006:449; Margolis, Tait & Krause 1986:58). They are easy to administer 
and can be easily understood by the patients. “Pain Drawing” provided a body chart 
showing interior and posterior aspects of the body and it was merely used to locate 
pain.  The “Faces Pain Drawing” assessed the intensity of pain and was chosen 
because of its user friendliness and it was easy to use with patients who could not read 
or were too ill to do so (Dawson, Fitzpatrick, Frost, Gundle, McLardy-Smith & Murray 
2001; Kim  & Bushmann (2006:454; Wong 2002).  
 
4.6.6.1 Structure of the structured interview schedule 
 
As indicated earlier, both closed and open-ended questions were included in the 
structured interview schedule. Close-ended questions were those which had responses 
designated by the researcher and open-ended questions allowed respondents to 
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elaborate on their responses to a question in their own words. The structured interview 
schedule was designed in English and read out to respondents in Setswana which is an 
official language for Botswana for purposes of consistency, accuracy and 
standardisation in collecting data. All respondents understood Setswana, as this was an 
inclusion criterium. 
 
The RAM guided the development of the structured interview schedule and sequencing 
of the items by theme strictly according to the RAM‟s major constructs. A consent form 
(Appendix C) was attached on the front page of each research instrument. The purpose 
of the study was clearly stated and respondents were assured that all information 
collected would be treated confidentially and that no respondent would be identified by 
name in the research report. 
 
Section A: Environmental stressor  
 
Section A of the structured interview schedule focused on the environmental stressors 
such as contextual stimuli; demographic characteristics, disease progression and social 
habits, followed by focal stimuli. Information obtained assisted in determining issues 
related to participants‟ education about HIV-related disease, cultural beliefs, affordability 
of and access to services, which might affect caregiving needs of PLHIV. A schedule 
was developed on which the surface area, intensity and nature of pain was indicated 
and this formed part of the structured interview schedule.  
 
“Pain Drawing” was a graphic presentation of a human figure with the surface area, 
front and back aspects divided into 45 numbered areas on which each respondent was 
asked to show the location of pain. “Pain Drawing” was a style of self-reporting for 
respondents to indicate the location of pain even when it was in more than one location. 
It was complemented by the “Faces Pain Drawing” which was a pain assessment 
measure  ranging from 0-11, with 0 representing “no hurt‟‟ and no pain at all and 11 for 
“hurts worst”, unbearable pain where the patient was unable to do any activities 
because of pain. The faces were shown to respondents, explaining what each face 
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meant in relation to the intensity of pain, and they were then asked to select the face 
which best described the pain they felt at the time of the interview.  “Faces Pain 
Drawing” was interpreted as follows: faces 
 1-3 was equivalent to mild pain 
 4-7 referred to moderate pain and  
 8-11 represented severe pain, while 0 meant that there was no pain. 
 
Both templates for PD and FPD were laminated for use with respondents. Respondents 
were also asked to name the pain medications they took, and whether or not these pain 
medications were effective and if other types of pain relieve measures were employed, 
and affirming their effectiveness or not. 
 
Section B: Control process 
 
Section B addressed the control processes.  This section addressed issues pertaining 
to perceptions and how HIV-related disease impacted generally on the daily lives of 
PLHIV. This section used Likert scales. The Likert scale is a rating technique where 
respondents are asked how strongly they agree or disagrees with a statement or series 
of statements usually on a four point rating scale (Babbie 2010:178; Polit &Beck 
2008:419). Adaptive behaviours and ineffective behaviours of PLHIV with regard to pain 
management were also explored.  
 
This section further explored the impact of pain on the different modes of adaptation, as 
implied by the RAM and items were similarly captured by using a four point Likert scale. 
Open-ended questions were provided where respondents could comment on what was 
deemed relevant and was not completely covered by the items and accompanying 
Likert scales. Factors which caused the pain as well as those which made pain better 
were explored, and suggestions for improving the current pain levels were given and 
this provided qualitative data which was subsequently quantified. 
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4.6.6.2   Pre-test 
 
Pre-testing was conducted prior to the major study. A pre-test is a trial run of a major 
study undertaken to assess  the data collection tool and process (Brink 2010:54;Burns 
& Grove 2009:44; LoBiondo-Wood & Haber 2010:161).The structured interview 
schedule was pre-tested on five PLHIV on home-based care who met the inclusion 
criteria and who were not included in the actual study. It was also given to health 
workers in the home-based care programme, research experts at the University of 
Botswana and Botswana-Harvard Partnership Clinic at Princess Marina Hospital for 
comments on the wording and clarity of every time. The following issues were raised 
and corrected: 
 Consent document;  initially respondents were required to sign up on the consent 
form for them to participate, and it was further said that respondents would benefit 
from the study findings. These were corrected as follows; researcher to put a tick to 
show if respondent agreed to participate, and further corrected to state that the 
findings of the study will benefit those who will  undergo similar situation in future.  
 Section A; Under disease   progression: respondents were asked to state if they 
were suffering from any other disease which also caused them pain. 
 Section A; under focal stimuli – participants were asked to indicate pain and 
symptoms experienced and also state if the pain type/symptom were acute or 
chronic.  
 
4.6.6.3    Validity and reliability of the research instrument.   
 
In order to establish quality of a data collection instrument, it is important to establish 
validity and reliability of the data collection instrument. Validity refers to the degree to 
which an instrument measures what it purports to measure (Burns&Grove 2005:376; 
Gerrish & Lacey 2006:28; Newell & Burnard 2006:127).  According to Burns and Grove 
(2005:376), LoBiondo-Wood and  Haber (2006:338)  and Polit and Beck (2006:328) 
validity reflects how well an instrument measures what it was supposed to measure 
given a particular set of circumstances The validity of the research instrument was 
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ensured by administering the tool to colleagues of the researcher. Other experts at 
National AIDS Coordinating Agency assessed the structured interview schedule and 
suggestions to improve the tool were made and corrections made as necessary. 
 
Content validity is concerned with items in the instrument and their representatives of 
the content domain that the researcher was interested in (Burns and Grove 2005:337; 
LoBiondo-Wood and Haber 2006:338; Wood and Ross-Kerr 2006:208). The content 
and face validity of the instruments used for this study were confirmed by pretesting the 
tool, extensive literature search and using the RAM to guide the structure of the 
instrument and comments received from experts namely; promoters and research 
experts who are faculty members in the School of Nursing of the University of Botswana 
and those from the Botswana-Harvard Partnership Projects and Baylor Clinic at 
Princess Marina Hospital.   Face validity is based on the perception that the instrument 
used, measured the intended content (Burns and Grove 2005:377, LoBiondo-Wood and 
Haber 2006:339; Polit and Beck 2006:328). Both face and content validity were based 
on intuitive judgments by the same research experts who participated in the pretesting 
of the data collection instrument. 
 
According to Burns and Grove (2005:377) and Polit and Beck (2006:330; 20), validity, 
like reliability, is not an all or nothing phenomenon but rather a matter of degree.  
Furthermore, reliable measure is not always valid (Burns and  Grove 2005:377). 
 
 LoBiondo-Wood and Haber 2006:338, and Polit and Beck 2006:330). Construct validity 
was demonstrated in Faces Pain Drawing with an adult population (Kim and  
Buschmann (2006:454 and Wong 2002).  The FPD was shown to represent pain 
experience rather than other constructs associated with pain such as sleepiness, 
sourness and sadness. 
 
Reliability tells how reproducible the measures are on a retest (Newell and  Burnard 
2006:57; Polit and Beck 2008:452). Reliability is measured in three aspects namely 
stability, internal consistency or homogeneity and equivalence (Burns and Grove 
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2005:374; LoBiondo-Wood and Haber 2006:346; Polit and Beck 2006:324, 2004:416). 
The structured interview schedule was stable when it obtained same scores when 
administered to same people though on separate events (Burns and Grove 2005:374; 
Polit and Beck 2006:325; Wood and Ross-Kerr 2006:208). 
  
4.6.7 Selection and training of research assistants 
 
Research assistants were trained on the data collection process. This was done at the 
same time for all of them to ensure that they got same content and instructions (Brink 
2010:153). They were two registered nurses who were recruited to serve as research 
assistants. They were in active practice at different health care institutions and were 
experienced in nursing patients with HIV-related diseases. 
 
The following was an outline of training manual for research assistants (Appendix G): 
• Background and purpose of the study 
• Locating respondents and building rapport 
• Issues related to ethical considerations 
• Demonstrations of data collection episodes followed by trial runs of data collection. 
• Role plays to gain insights into the experience 
• Obtaining responses and recording information 
• Managing participants during data collection 
 
Training of field workers took half a day and it took place in an open office. All the two  
field workers attended training and together with an observer who made comments on 
areas which needed to be refined. The training gave background information on the 
study and open discussions about data collection procedures was done, role plays to 
gain insights into the experience of interviewing. Time was planned in such a way that 
more time was spent   mainly on demonstrations, role plays and trial runs. Role plays 
was concerned with field worker taking turns to take part as patient and later as 
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interviewer. Content on ethical issues was in accordance with procedures as stipulated 
in Burns and Grove (2005:181-182; Creswell 2009:87-89) on protection of human 
subject in research. 
 
On completion of training, the research assistants were introduced to the clinics in the 
selected study sites and they collected data in Tlokweng which is a Sub district of South 
East district, and the Principal Investigator collected data in Gaborone, Kgatleng, 
Kweneng and South East districts. However, they were discontinued due to under 
performance. 
 
4.7   Data collection procedures 
 
Data collection was done on scheduled dates at selected settings. Self-administered 
structured interview schedules were used and they were read out to respondents and 
the researcher recorded responses. The method ensured that all questions were 
attempted and the researcher was able to clarify issues pertaining to questions where 
necessary. 
 
4.7.1 Administering the structured interview schedule. 
 
Once the structured interview schedule has been designed, pilot tested and the 
necessary amendments made and sample selection complete, the tool was finally 
administered for data collection. All the structured interview schedules were self-
administered to all respondents. This was to increase the response rate, accuracy of the 
data as well as obtain data from all respondents on the same content. The method of 
data collection was decided taking into consideration the health status of respondents 
which limited their ability to respond in writing. 
 
The consent form was attached to the structured interview schedule which was read out 
to respondents which explained the purpose of study and promises of confidentiality 
and anonymity and the benefits of taking part in the study. It was also explained that 
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there was no rewards for taking part in the study. Respondents‟ names were not written 
on the forms and only codes were used and the name of study setting. The consent 
form provided space where the researcher indicated if the respondent agreed to 
participate and the researcher appended her signature and date of the interview.  
 
Templates bearing PD and FPD were   part of the structured interview schedule and 
were also used to collect data on pain and instructions were given to respondents on 
how they were used. The pain intensity, location and interventions for each pain area 
indicated were investigated. 
 
PD comprised a schedule designed with 45 areas on the body surface indicating areas 
of body surface showing anterior and posterior aspects of the human body which were 
used to instruct respondents to indicate the location of pain, medications taken to 
relieve pain and to further say if the measure was effective or ineffective and to state 
any non-pharmacological measure employed to relieve pain and to also state if it was 
effective or not effective. 
 
The FPD used to indicate the face   which described and equated to their pain, where 0 
represented no pain and 11 meant that the pain was at its worst and unbearable as 
described in section 4.6.6.1. 
 
4.8   Data analysis 
 
Quantitative data was analysed using statistical package for the Social Sciences 
(SPSS) version 15.0 which was computer based. Analysis of data focused on 
descriptive statistics such as frequencies. Cross tabulations were used to describe 
relationship between two or more variable. According to Burns and Grove (2009:498) 
cross tabulation also referred to as contingency tables is that which “allows the 
researcher to visually compare summary data output related to two variables with the 
sample”. Cross tabulation allowed for putting findings of one variable against the other, 
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showing how the variables are related (Search Dictionary).This information is usually 
presented in tables, frequencies and percentages as shown in Chapter 6.  
 
4.9   ETHICAL CONSIDERATIONS 
 
It was the responsibility of the researcher to conduct the study in an ethical manner.  
Ethics is defined as   the means of understanding that which makes  up human conduct 
and moral dimensions involved ( Brink 2010:61;Burns and Grove 2009:31; Pera and 
Tonder 2011:5). According to Armstrong  (2007:115) and Pera and Tonder (2011:53)  
there are four fundamental principles in handling human morality issues  namely 
“autonomy, non-maleficence,  beneficence and justice”, which are also congruent with 
LoBiondo-Wood and Haber (2010:250).  
 
 These ethical issues and how they were provided for in the present study are 
discussed under the following sub-headings; the institution, respondents and human 
rights and scientific integrity of the researcher.  
 
4.9.1    The institution 
 
Permission to conduct the study was requested from the Botswana Ministry of Health 
Research Unit.  A request letter was submitted which had the following attachments; 
research proposal, data collection instruments and the consent form (Appendix C). 
 
The Health Research and Development Committee (HRDC) reviewed the proposed 
research, examined and monitored how the ethical standards were applied.  This review 
protected the researcher as well as the respondents from violation of human rights.  
Recommendations by the committee were adopted prior to data collection. After letter of 
approval from the Botswana Ministry of Health (Appendix A) was received, the 
researcher requested for permission to conduct study in the respective settings, 
Kgatleng, Kweneng, Gaborone and   South East District.  District Health Management 
Teams (DHMTs) with the approval letter from Botswana Ministry of Health attached 
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which was granted. The DHTs informed respective community home based-care 
coordinators of the study to be undertaken, and the same information was 
communicated to the clinics in the selected districts. 
 
Submission of study protocols for review and subsequent approval by HRDC and the 
consent document ensured compliance to the principle of autonomy as the trail of how 
the study was conducted as well as interaction with study population and honesty in the 
process that was followed.  
 
 
4.9.2    The respondents and human rights  
 
Respondents in the study were human beings and individuals who demanded human 
rights to be accorded   them to participate in the study.  Human rights are “claims and 
demands that have been justified in the eyes of an individual or by the concerns of a 
group of individuals” (Burns and Grove 2005:181, LoBiondo-Wood and  Haber 2006: 
297, Polit and Beck 2006: 87-91).  These rights are the right to self-determination, right 
to privacy and dignity, right to anonymity treatment and right to protection from 
discomfort and harm (Burns and  Grove 2005:181; LoBiondo-Wood and  Haber 
2006:296; Polit and  Beck 2006: 87-91;). 
 
During the current research procedures for protecting basic human rights were as 
follows: informed consent means that participants have adequate information about the 
study, which influences their acceptance or refusal to participate (Burns and Grove 
2005:193; LoBiondo-Wood and Haber 2006:300; Polit and Beck 2006:93).  
Respondents received adequate information about the purpose of study, procedures of 
collecting data, potential benefits, assurance of confidentiality and anonymity and offer 
to ask questions.  A concluding consent statement was provided with a provision to 
indicate that indeed respondents agreed to participate and that of the investigator.  The 
researcher designed consent form which was approved by the HRDC  (Appendix C) to 
show compliance to standard of ethics in Botswana when undertaking a study on 
PLHIV. Those persons who declined to participate in the study provided   non response 
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bias and information about them was shared. Non response bias refers to the difference 
between those who participated and those who declined to participate in the study 
(Bless et al 2007:166; Polit and Beck 2008:359). 
 
The right to privacy was confirmed   through anonymity and confidential procedures  
(Burns and Grove 2005:188; LoBiondo-Wood and  Haber 2006:298; Polit  and  Beck 
2006:95). The researcher did not ask respondents for their names to be put on the 
structured interview schedules and only codes were used which were not linked to 
individual respondents and only group findings were shared; and this ensured 
confidentiality and anonymity.  Privacy was also maintained through determining the 
time and the extent to which information was shared. This was also congruent with 
Armstrong (2007:18), Edwards (2009:59) and Pera and Tonder (2011:53) explanation of 
autonomy that it was a respect for an individual with ability to think and act 
appropriately; that is making an informed decisions. Autonomy as alluded to by these 
authors was ensured by keeping all privileged information as such and telling the truth 
about the benefits of participating in the study. 
 
4.9.3    Scientific integrity of the researcher 
 
The investigator has a vast experience in HIV-related  disease  and currently 
responsible for HIV and AIDS Mainstreaming programme  at the Botswana National 
AIDS Coordinating Agency, has sound educational background in health field and 
possess a vast experience in interacting with people living with HIV  in the community 
and health care institutions. However, the role of a student as a researcher should be at 
par with that of a professional researcher in adhering to basic ethical standards. The 
student researcher should maintain high standard like that of a “real researcher” (Pera 
and Tonder 2005:158).  Van der Wal in Pera & Tonder (2005:158) indicates that the 
research project undertaken for educational purposes should meet the same ethical 
standards if it is to contribute to the body of knowledge. 
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The researcher demonstrated ethical responsibility in conducting research, reporting 
accurately and honestly.  There was no information, which was fabricated or forged, and 
the research design was not manipulated to reflect researcher‟s point of view.  Sources 
of information were all acknowledged. 
 
The promoter gave guidance to the researcher from the inception to the final stage of 
the research, which ensured that ethical standards were adhered to.  The co-promoter 
maintained quality and standard of the research project. The promoters demonstrated 
integrity throughout the research process, through mentoring the researcher.. 
 
The research design and maintenance of reliability and validity and trustworthiness are 
all primary indicators of integrity as a researcher and all ethical aspects relating to the 
respondents and institution. The whole research report is evidence of scientific integrity. 
 
 
4.10   SUMMARY 
 
This chapter discussed the study methodology; that is the study design and the 
procedures of how the study was conducted namely two phases adopted by the study, 
qualitative and   quantitative approaches. Data collection instruments and how validity 
and reliability, ethical consideration and how data was analysed were discussed.  
Subsequent chapters, 5 and 6 covered data analysis for both qualitative and 
quantitative data and 7 discussed recommendations and implications for the study.  
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CHAPTER 5 
 
PRESENTATION AND DISCUSSION OF FINDINGS FROM THE 
QUALITATIVE PHASE OF THE RESEARCH 
 
5.1 INTRODUCTION 
 
This chapter presents the findings of qualitative phase of the study. Qualitative research 
refers to a research method in which “multiple realities are rooted in subjects‟ 
viewpoints” and takes place in situations that occur in a natural setting (Brink 2006:10; 
Streubert & Carpenter 2011:20-21; Wiersma & Jurs 2009:13). The researcher 
undertook qualitative research in order to get rich narrative data from informants. This 
approach also provided for flexibility to ask about any related issues through open 
ended questions and probing. 
 
The qualitative phase of the study was done prior to the quantitative phase so that the 
researcher could get to know participants better, obtain adequate information from 
participants which later informed development of the questionnaire and the researcher 
was also able to clarify issues before the larger sample would be used later in the 
subsequent quantitative research. The rationale for implementing qualitative research is 
discussed in section 4.4.1 of this thesis. Informants in the qualitative phase of the study 
were not recruited for quantitative research, which also enhanced the credibility of the 
study‟s findings. 
 
The structure of the Roy Adaptation Model (RAM) guided the development of an 
interview guide (Appendix D) which was used to collect data from participants, 
accompanied by a self-designed observational schedule specifically developed for this 
study. The core categories were environmental stressors, the adaptive system   and 
modes of adaptation as depicted in Figure 2.1 and in Figure 3.1. The qualitative phase 
of the study was undertaken to answer the following questions: 
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 How do PLHIV define pain? 
 What are the   pain experiences of PLHIV on home-based care? 
 How do PLHIV perceive their pain treatment modalities? 
 \What methods do PLHIV use to manage their pain?  
 What do PLHIV perceive as factors contributing to effective/ineffective pain 
management? 
 How can pain management for PLHIV be improved? 
 
An interview guide (Appendix D) was used to collect data. The RAM guided the tool‟s 
development. An observational schedule (Appendix E) was also used to note any non- 
verbal communication and signs of discomfort, altered nutritional status and presence of 
lesions and actions taken.  
 
The qualitative study was undertaken to accord participants the opportunity to describe 
their experiences with pain in HIV-related infection and it created items for the 
questionnaire used in the quantitative phase of the current study.  Items which 
emanated from qualitative data are information on current CD4  count, types of pain 
syndromes with varying intensities, pain sites, factors that precipitate pain, factors that 
made pain better or worse, and information on whether participants consulted services 
of private medical practitioners and reasons for consultation with these practitioners.  
 
The literature reviewed did not address various health care service access points such 
as private medical practice versus public health institutions in the provision of HIV- 
related services. It was also revealed that PLHIV accessed services of private 
practitioners through public private partnerships (PPP) where such services were 
outsourced to private practitioners who had been trained about Botswana‟s National 
HIV and AIDS treatment guidelines. This approach was identified as a major strength in 
addressing challenges related to treatment deficit for clients eligible for Highly Active 
Antiretroviral Therapy (HAART). 
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Access rate to HAART was at 8.0 % for  those outsourced to private practitioners 
through PPP, 83.3% through public health institutions and 8.7% enrolled under the 
private sector (Botswana National AIDS Council Report, July 2012;20)  
 
Data were collected from 10 participants comprising six females and four males living 
with HIV on home-based care who met the inclusion criteria specified in section 4.4.4. 
Data were analysed concurrently with data collection as necessitated by the tenets of 
qualitative research specified in chapter 4.  Content analysis, whereby the researcher 
analysed texts from what the participants had said, was used to analyse data. Content 
was later allocated in accordance with categories of the RAM. However the findings of 
this study cannot be generalised to the entire population because of the small sample 
size.  
 
5.2 PRESENTATION AND DISCUSSION OF THE QUALITATIVE RESEARCH 
FINDINGS  
 
In qualitative research, data analysis refers to a process undertaken to make meaning 
out of the collected data, as well as understand, interpret and derive meaning out of it 
(Burns & Grove 2005:733; Polit & Beck .2006:498).  Data analysis in qualitative 
research has been defined by Mouton (2005:108) as “breaking up the data into 
manageable themes, patterns, trends and relationships”.  
. 
5.3 ANALYSIS OF ENVIRONMENTAL STRESSORS (STIMULI) 
 
Environmental stressors are factors and all other conditions which are external and 
internal that surrounds and affects an individual‟s behaviours under given 
circumstances.  The   contextual stimuli will be discussed first as they constitutes the 
biographic data of the participants. 
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5.3.1 Contextual stimuli 
 
According to Alligood and Marriner-Tomey (2006:308) as well as Meleis (2007:295), 
contextual stimuli are defined as all stimuli present that contribute to the focal stimuli 
and influence how the person can deal with the focal stimuli.  Variables pertaining to the 
contextual stimuli in the current study were demographic characteristics, current level of 
stress and ability to tolerate stress.   
 
5.3.1.1   Demographic characteristics 
 
The demographic characteristics of participants were age, gender, level of education 
and duration on community home-based care. Demographic characteristics provide 
personal information about participants which could relate and be associated with the 
findings of the study as well as inform strategies to improve home care for PLHIV. 
Demographic characteristics were analysed through the use of tables, frequencies and 
percentages. 
 
5.3.1.2 Age of participants  
 
Table 5.1 presents the age distribution of 10 participants who were interviewed 
. 
Table 5.1 Age distribution of participants (n=10) 
Age Group (Years) Frequency (f) 
 
Percentages (%) 
45 –  49 2 
 
20 
40  –  44 2 
 
20 
35  -  39 3 
 
30 
30    - 34 3 30 
Total 10 
 
100 
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Out of the 10 participants, 60% (n=6) participant were in the age group 30-39   while 
40% (n=4) of participants were 40-49. Those in majority are the young people who are 
hard hit by HIV and AIDS disease, which is consistent with   global trends showing that 
young people make up the 45% of HIV infection and national trends show  that 
prevalence rate among young people stood at 8% (CSO 2009:6; NACA  2012:10).  
According to UNADIS (2008:33, 96) young people have limited HIV prevention 
knowledge making them vulnerable to HIV infection (UNAIDS 2008:33, 96). 
 
5.3.1.3   Gender of participants  
 
Table 5.2 exhibits distribution of participants by gender. 
 
Table 5.2: Distribution of participants by gender (n =10) 
Gender Frequency (f) Percentages (%) 
Males 4 40 
Females 6 60 
Total 10 100 
 
Out of the ten 10 (100%) participants 60% (n=6) were females and   40% (n=4)   were 
males. These findings are consistent with global and national trends which shows that 
females are more affected by HIV than males (UNAIDS 2004:10; Botswana Ministry of 
State President 2005:1). 
 
Various factors increase women‟s risks of contracting HIV such as biological factors and 
gender inequality, making it difficult for women to negotiate for safer sex. Women also 
engage in casual sex in exchange for money because of their low socio-economic 
status. Botswana‟s Ministry of Health (2007–2012:14), Botswana Ministry of Labour and 
Home Affairs (2012:18), Karim and Karim (2010:330), Kartikeyan , Bharmal, Tiwari and 
Bisen (2007:55) and the International Association of Study on Pain (2007:1) maintain 
that cultural pressure and societal expectations make women more vulnerable to HIV 
infection than males.  
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Women are reportedly more willing to report pain than men because of a lower pain 
threshold they report “higher levels” of pain than males.  This could be attributed to 
opportunistic infections and other gynaecological disorders (Swica & Breitbart 2002; 
Douaihy et al (2007). 
 
5.3.1.4 Level of participants’ education  
The level of education of participants is presented on Table 5.3. 
Table 5.3: Level of education of participants (n =10)  
Level of education Frequency (f) Percentages (%) 
Primary 6 60 
Secondary 3 30 
Tertiary 1 10 
Total 10 100 
Out of 10 participants, 60% (n=6) participant had completed primary education, 30% 
(n=3) secondary and 10% (n=1) tertiary education. The findings reveal that most 
participants attained primary education only.  Low levels of education are associated 
with a lack of knowledge of HIV and increased chances of becoming HIV-infected. 
These findings are consistent with those of Collazos, Azensi, Carton and Ibarra 
(2009:519),  Borrel, Rodriguez-Sanz, Pasarin, Brugal, Garcia–de-Olalla and Mari-Dell 
„Olmo (2006), Jarrin, Lumbreras, Ferreros, Perez-Hoyos, Hurtado and Hermanadez-
Aguando (2007) cited in Collazos et al (2009:519).  These authors also maintain that 
educational background informed outcomes of living with HIV, and found those with low 
or no education had higher morbidity and mortality rates than those who had acquired 
higher levels of education. Botswana‟s Ministry of Health (2011:34) also associates low 
educational background with high HIV prevalence.  
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5.3.1.5 Duration of home-based care 
Participants were asked to indicate how long they had been cared for under the 
community home based care programme as depicted on Table 5.4 
Table 5.4: Length of stay in Community home based care (n=10) 
Period in CHBC (in 
months) 
Frequency (f) Percentages 
19 – 24 months 4 40 
13 – 18 months 2 20 
7 – 12 months 2 20 
1 – 6 months 2 20 
Total 10 100 
Entry into the community home-based care (CHBC) programme is through a referral 
system in the Primary Health Care (PHC) model used in Botswana. This provision is for 
“eligible clients who need constant follow up and support” (Botswana Ministry of Health 
2012:145). It is through the CHBC model that clients continue treatment and care, and 
are accessible for monitoring by health care personnel in the community. In the present 
study 40% (n=4) of the participants had  been on home- based care for 1–6 months, 
followed by 7–12 months, 13–18 months and 19–24 months with 20% (n=2) of the 
participants  falling within each of the last three categories.  
All participants were on HAART, and the varying period on the CHBC programme show 
that recovery on ART differs from one individual to another.  According to Botswana‟s 
Ministry of Health (2012:47), the success of treatment is “determined by viral load 6 
months after initiation”, when the viral load is expected to be suppressed though there 
may be variations. Information on viral load was not collected in the present study which 
makes it difficult to make conclusions based on VL. 
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5.3.1.6 Participants’ current levels of stress  
 
Issues related to resource adequacy, socio economic status and current status of health 
increased the participants‟ levels of stress. Participants had limited resources which is 
common among PLHIV. These findings are consistent with those of Sukati, Mndebele, 
Makoa, Ramukumba, Makoae, Seboni, Human and Holzemer (2005:186) who revealed 
that PLHIV did not have enough money to buy medications to manage their discomforts. 
Phaladze, Human, Sibusiso, Dlamini, Hulela, Hadebe, Sukati, Makoae, Seboni, Moleko 
and Holzemer (2005:121) and Botswana‟s Ministry of Health (2004:22), Andreasson 
and Berglund (2011:18), as well as Uwimana and Struthers (2007:580) also maintain 
that PLHIV live in poverty. They were also of low educational background which made 
them prone to ill health because of limited knowledge on HIV prevention as alluded to 
earlier by Botswana Ministry of Health (2011:34) and Collazos et al (2009:519). 
High stress levels were also compounded by the uncertainty and challenges related to 
ill health and this how it was expressed:  
 “My stress level is high because of confinement to the house, and missing many 
opportunities of working for my family. I am no longer productive and this is worrying me 
a lot” (MOL 103). 
 
Signs of anxiety were also reported by another participant as follows: 
“I am undergoing the worst stress, experience headaches, palpitations and difficulty in 
sleeping at night as I will be thinking of what life is for me. My CD4 cell count does not 
increase because I am stressed and there is nothing I can do because of ill health” 
(MOL 102).  
 
This expression depicts participants‟ experiences surrounding their pain; and the extent 
to which the experience influences their responses to pain.  Participants were generally 
very distressed by pain because of its intensity and interference with other coping 
mechanisms eventually, leading to ineffective adaptation. Their quality of life was also 
altered. Participants lamented lost opportunities to work for their families and this 
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aggravated their limited access to resources in addition to poor circumstances 
surrounding PLHIV (Sukati et al 2005:186; Phaladze et al 2005:121).  
 
5.3.1.7 Ability to tolerate stress/hardiness and hopelessness  
 
Participants‟ abilities to deal with pain and its impact on their wellbeing differed from one 
individual to the other. There were those who had hope to get better, while others had 
lost hope to the extent of despair as the pain was getting worse. The findings reveal that 
participants were not able to employ past experiences to deal with and adapt positively 
to their pain levels. The intensity of pain in HIV (Richardson et al 2009; Uwimana & 
Struthers 2007:579) contributes to the inability to tolerate and cope with stress. 
Participants also faced numerous constraints such as reduced access to care facilities 
(Gaskins & Lyons 2000).  
 
Lichtenstein (2006) reveals that past experiences influence how one deals with a 
stressful situation. Ayalon & Covinsky (2007); Baumgartner (2007); Greeff & Hotskamp 
(2007) and Travis (2007) cited in Smeltzer et al (2010:81), maintain that  hardy people 
derive pleasure from a stressful situation because it provides opportunities for growth. 
During the current study, participants were desperate and frustrated, and were unable 
to use past experiences to deal with their current painful situations. 
 
Self stigmatisation also contributed to increased levels of stress.  Phaladze et al 
(2005:121) indicate that the psychological and physical impact of pain contribute to their 
isolation as PLHIV could not interact with others.  Andreasson and Berglund (2011:5) 
also assert that PLHIV “experienced a sense of isolation, stigma and lack of 
compassion”.  Participants might not have accepted their HIV status, and possessed 
limited understanding of basic facts of HIV and AIDS due to their low levels of 
education. These findings are congruent with those of Collazos et al (2009:519). A 
participant aged 45 years had this to say:  
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” I am very stressed because of what I am suffering from, to be sick from AIDS at my 
age is a real shame, and that [is] what stresses me the most” (MOL 105). 
5. 4  ANALYSIS OF FOCAL STIMULI 
 
Alligood and Marriner Tonney (2006:308) and Meleis (2007:295) define focal stimuli as  
the central focus of the individual and include internal and external stimuli “most 
immediately confronting the  person” .  
Pain and AIDS disease were   major challenges for PLHIV. Pain in HIV-related disease 
is caused by the effect of HIV on the central and peripheral nervous system, therapies 
for HIV such as ARVs and other factors not related to HIV infection such as low back 
pain which is common in the general population (Aouizerat, Miaskowski, Gay, Portillo, 
Coggins, Davis, Pullinger & Lee 2009:126; Nair, Mary, Prarthana & Harrison 2009:68; 
Tsao, Dobalian, Cynthia, Myers and Lonnie & Zeltzer 2005:419). 
 
Neuropathies are presented as the most common type of pain syndromes in HIV- 
related infection. These findings are consistent with those of Breitbart (1996:21) and 
Wallace et al (2007:58). Participants complained of painful feet. 
 
This is how one participant described his pain: 
“I suffer from painful feet which is piercing and burning, with numbness more especially 
when the pain is worse” (MOL 2). 
 
Neuropathies, as depicted by this description, result from the effect of HIV on the myelin 
sheath of the nervous system (Uwimana & Struthers 2007:579; Richardson et al (2009). 
 
5.4.1 Aggravating factors 
 
For most participants, a slight touch induced their pain. In HIV infection, the virus affects 
the nerve endings resulting in peripheral neuropathy whereby nerve endings become 
hypersensitive to touch, aggravating pain. Smelters, Bare, Hinkle and Cheever 
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(2010:233), Peltzer & Phaswana-Mafuya  (2008:5 of 8) as well as  Wallace et al 
(2007:58) concurred that pain in HIV-related illnesses was intense and that touching 
aggravated these patients‟ pain.  
 
This is what one participant said: 
“The pain gets worse when anything like a blanket touches my feet” (MOL 102). 
 
5.4.2   Factors associated with pain 
 
Factors associated with increased intensity of pain  were low CD4  count, presence of 
opportunistic infections and advanced disease (Breitbart, McDonald, Rosenfeld, Passik, 
Hewitt, Thaler & Portenoy 1996; 319; Spirig, Moody, Battegay & DeGees 2005).  
Malnutrition has been associated with low CD4  count and increased discomforts 
(Peltzer & Phaswana-Mafuya  2008:271).  In addition to low CD4  counts, opportunistic 
infections such as wounds on the patients‟ faces and thighs and sore throats were 
reported as causing pain. Weight loss was reported by most participants which   also  
contributed to the severity of their pain, as explained by  one participant whose CD4 
count did not improve: 
 “There is no improvement in the pain I am experiencing; it is getting worse day by day” 
(MOL 102). 
 
Findings revealed that one participant who accessed medical services from   private 
practitioners had his pain controlled and was getting better. He was able to pay for his 
medical costs while others were unable to do so. This is how it was explained: 
“I apply acyclovir ointment to [the] wound on the face, I got it from a private practitioner 
and the medication I am taking for my wound and for headaches is working nicely” 
(MOL 101). 
 
 
 
 
148 
 
5.4.3   Chronic illness  
 
Chronic illness is defined by WHO (2011); Smeltzer et al (2010:145) as well as Brooker 
and  Nicol (2007:1048) as  a condition characterised by long duration, usually lasting for 
a period of more than 3–6 months  with a  slow progression. The common feature for 
PLHIV was that they were  infected with  HIV which is a chronic illness that has no cure, 
necessitating them to take ARVs  every day for the rest of their lives (Orr & Patient 
2008:40). 
 
The participants depended on family members for care due to the debilitating nature of 
their disease and the pain they experienced. All participants were registered and cared 
for through the home-based care programme and their utilisation of the programmes 
ranged from 1 to 24 months, as depicted on Table 5.4. 
 
Botswana customised the WHO staging of HIV-related disease, as determined by the 
individual‟s medical history and signs and symptoms. Participants in the present study 
were on Stages 3 and 4. Stage 3 is an advance stage of disease manifested by weight 
loss, and oral sores, while in Stage 4  there is severe muscle wasting, cervical cancer 
and candidiasis (Botswana Ministry of Health (2012:29). 
 
5.5   Physiological manifestations 
 
The following variables are the manifestations of the physiologic mode in adaptation as 
depicted in the present study namely; biological indicators and symptom report and 
effect on activities of   daily living. 
 
 
5.5.1 Biological indicators and symptom reports  
 
The three main reported sources of pain  were sore throats, wounds on the thighs and 
on the forehead. Opportunistic infections contributed to alterations in  comfort levels; 
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increased pain intensity. weight loss. Candidiasis of the throat was reported causing 
difficulty in swallowing which made it eating difficult and aggravated their inadequate 
dietary intakes. Breitbart et al (1996:319) agree that the presence of opportunistic 
infections and the severity of AIDS-associated symptoms are linked to pain 
experiences. 
 
This is how one participant‟s  experiences was explained: 
“I usually think it could have been better if I was experiencing pain from one source, but 
when the sores on my thighs start to pain, my feet also become painful” (MOL 101). 
 
Another participant shared experience as follows; 
“The headache is aggravated by wound on the forehead” (MOL 103). 
 
5.5.2 Impact of pain on activities of daily living (ADLs)  
 
Generally, pain had a negative influence on daily living and all PLHIV who participated 
in the study depended on their caregivers for performing their activities of daily living. 
Ownby and Dune (2007) reveal that neuropathic pains ultimately brought about physical 
limitations to an individual that make it difficult to perform activities of daily living.  
 
Dependence on caregivers for activities of daily living included activities such as bathing 
and cooking. The dependency syndrome results from functional disability caused by the 
effects of pain and HIV disease. These findings are consistent with those of Douaih 
(2008) and Ownby and Dune (2007:55) who confirmed that chronic pain, which was 
unrelieved, results in functional disability. Altered ability to carry out activities of daily 
living in PLHIV is well documented in Phaladze et al (2005:124) and  Breitbart et al 
(1996).  Functional disability is also related to the effect of HIV on the nerve fibres 
alluded to earlier by Uwimana and Struthers (2007:579) and  Richardson et al  (2009).   
This is how one participant shared such an experience:  
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“I cannot do anything for myself anymore, my family bath, cook and do everything for 
me. I am a handicap as a result of AIDS and the resultant pain on my feet and joints” 
(MOL 10). 
 
Another one had this to say: 
“I cannot walk anymore because of numbness of the feet and pain from my feet” (MOL 
102). 
 
5.5.3 Physiological pain indicators (determined from the observational schedule) 
 
Notes from the observational schedules indicate that participants  had evident weight 
loss: altered nutritional status related to the disease process and side effects of drugs, 
altered skin integrity related to immuno suppression, and  alteration in comfort levels 
related to pain. According to the Academy of Science of South Africa (ASSAf 2007:9) 
the relationship between  immunosuppression and malnutrition is a vicious cycle. 
Botswana‟s Ministry Health (2012:32) concurs with ASSAf on the association of nutrition 
and HIV infection, and the resultant tissue loss in malnutrition with immunosuppression.  
 
This is how one participant described weight loss; 
“I am weak and my body is all bones and I am ashamed of myself” (MOL 104). 
 
Causes of weight loss in HIV-related illness were explained and participants were 
taught about the importance of taking body building foods and those that protect the 
body from infections.  
 
Only one participant had altered body weight.  In this case the overweight which was 
related to the adverse effects of HAART. The same participant was referred to the 
CHBC coordinator for further management. 
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5.5.3   Psychological indicators 
 
Manifestations of unhappiness and low morale were common.  Roy and Andrews 
(1999:413) define low morale as a “state resulting from challenges to the usual 
tendency towards cohesiveness and failure of the process for shared identity”. 
Participants were less motivated   because of their pain and its impact on their general 
wellbeing,   as indicated by one participant:  
 “Nothing makes me happy in my life because of pain” (MOL 101).  
 
Another participant supported the latter as follow: 
“I have given up on my life, I am not getting better, the pain makes me envy death” 
(MOL 102).  
 
The latter was corroborated by another participant stating that: 
 “I don’t think I can exchange the pain with anybody, and at times it is better if I was 
dead than to be going through pain” (MOL 104). 
 
In between these extremes, participants indicated frustration, loss of hope and being 
disheartened: 
” I am frustrated and I have lost hope because I am not getting any better” (MOL 105).   
 
Pain experience is also related to culture.  The findings reveal that men were not willing 
to report pain as a result of socialisation. This is consistent with Doualhy et al (2007:2)  
and Swica & Breitbart (2002) who confirmed that  women were more willing to report 
pain than men because of women‟s lower pain threshold and because it was socially 
more acceptable for women to express their experiences of pain than it was for men. 
Christenson and Cockrow (2011:395)  and Stellenberg and Bruce (2007:643) concur 
that culture influences how one perceives pain. Culture involves socialisation, and it is 
through the same process that a person adopts certain cultural values that govern 
expressions of pain. This is what a male participant had to say: 
152 
 
 “Pain is making me weak and disheartening as it abnormal for a man to cry when in 
pain” (MOL 103).  
 
5.6 ANALYSIS OF THE ADAPTIVE MODES 
 
The following discussion focuses on   participants‟ responses as observed, measured 
and subjectively reported across the four adaptive modes namely physiological-
physical, self-concept, role function and interdependence. 
 
5.6.1 Self – concept 
 
Self-concept mode relates to the basic need for integrity, physical and personal self, 
body sensation and body image. 
 
5.6.1.1 Altered self-esteem 
 
Feelings of worthlessness, altered integrity, hopelessness, powerlessness and 
helplessness were raised by participants. They were concerned about losing their 
privacy and autonomy as they depended on their families for bathing and other activities 
of daily living. These findings are consistent with those of Douaihy et al (2007 et al 
(2007) and Spirig et al (2005:338).   One participant had this to say: 
 “I am in real hell with this pain, I am not getting better and it is really frustrating me, with 
this pain I am a hopeless case” (MOL 101). 
 
PLHIV repeatedly indicated feelings of hopelessness, which was at times unbearable as 
explained by one participant: 
 
 “The pain makes me feel very hopeless, I usually think it could have been better if I was 
experiencing pain from one source, but when the sores on my thighs start to pain, my 
feet also become painful, the pain is so unbearable” (MOL 101).  
 
153 
 
The radiance of pain described by the participants is attributable to the physiology of 
pain with HIV affecting the nerve fibres, resulting in neuropathies, accounting for the 
common pain syndromes of PLHIV (Wallace et al 2007:58; Breitbart 1996:21). 
 
Alterations in self-esteem related to change in body image, feelings of worthlessness, 
altered integrity and helplessness are also accounted for in the literature. Breitbart et al 
(1996) and Douaihy et al (2007) confirm that PLHIV in pain are more likely to show 
signs of hopelessness than those who do not experience pain. Alteration in self-esteem, 
due to a change in body image, was also expressed by one participant in this study: 
 “I am weak and my body is all bones and I am ashamed of myself” (MOL 104). 
 
5.6. 2 Role function mode 
 
The role function mode is concerned with social integrity, and it focuses on the role of 
individuals in society. 
 
5.6.2.1 Focus on the sick role 
 
Pain affected PLHIVs‟ physiological and psychological general wellbeing and 
concentration was on the sick role. Smelzter et al (2010:145) maintain that when a 
person becomes ill, a sick role is assumed in order to acquire and demonstrate “sick” 
behaviour. The sick role refers to the position that individuals take on when they define 
themselves as being ill, and this is the time when there is too much dependence on the 
family and significant others.  This is how one participant explained this experience: 
 
“I don’t have a lifestyle, mine is just to sleep when pain is off because I know it will come 
again and I don’t have any plans apart from my ill health and what the next day holds for 
me” (MOL 101). 
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Another participant had this to say: 
“With this pain, I don’t have a lifestyle at all and I can’ plan for anything productive” 
(MOL 102). 
 
Another participant said:  
“My movement is limited to the home, as I cannot walk on my own. I don’t have a 
lifestyle; mine is centred on my ill health” (MOL 105). 
 
Lifestyle issues alluded  to by PLHIV  were related to role function aspects of life such 
as mobility, vitality, and social interactions  (Richardson et al 2009). PLHIV experience 
changes in life style as their contacts with the outside world are limited. 
 
Participants were often too sick to participate in any activities (Phaladze et al 2005:121).  
These findings are congruent with those of Richardson et al (2009) and Douaihy  et al 
(2007) who also revealed  that PLHIV are often weak and immobile, have lost the 
companionship of significant others and are unable  to take part in recreation and social 
activities.  
This is how one participant related this type of experience:  
“ I do not do any activity, and I don’t participate in any kind of activity as I am confined to 
the home” (MOL 104). 
 
5.6.3 Interdependence 
The interdependence mode focuses on security in nurturing relationships and relational 
integrity. 
 
5.6.3.1 Family relations  
Strong family relations were demonstrated in all aspects of care giving for PLHIV. 
Participants relied on caregivers for fulfilling their basic needs. This was related to 
functional disability, resulting from pain and from the disease process. PLHIV confirmed 
that their family members supported them in all aspects of care. This is contrary to 
arguments by Littlewood et al (2008:145) and Mak, Cheung, Law, Woo, Li & Chung   
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2007:1549) maintaining that the stigma associated with HIV, make the relationships 
between family members  complex due to discrimination and disclosure issues. In the 
present study caregivers knew the HIV status of the people for whom they were caring. 
This is necessitated by issues related to shared confidentiality for home based care 
clients and adherence partnership used in public health institutions for those enrolling 
on HAART. This is how a participant explained it. 
“My family is my pillar of strength, they support me through and through and I can’t 
complain with the support they give me” (MOL 101). 
Family members contributed to PLHIVs‟ positive adaptation which was demonstrated by 
encouraging PLHIV to “have hope and be strong”. One participant explained this as 
follows: 
“I communicate with a family member who will be with me. They usually tell me to be 
strong and have hope” (MOL 101). 
 
Significant others understood how PLHIV behaved when in pain. This indicated a good 
family relationship. It demonstrates how the family   as a social system was able to fulfil 
its role of giving love, nurturing and acceptance. The strong family ties were symbols of 
families as units of service. This is how another participant described this experience: 
”Most of the time, I don’t tell when I am in pain but my mother will first know when I start 
to keep quiet that the pain has come” (MOL 102). 
 
5.6.3.2 Social Support  
 
In addition to strong support from family members, health care personnel also 
supported participants in accordance with community home-based care guidelines. All 
participants had access to the services provided for clients registered on community 
home-based care programme such medications, food and other accessories as  
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indicated in the guidelines of Botswana‟s Ministry of Health (2012:195). The support 
from health care personnel was explained as follows by a participant: 
 “People from the clinic visit me from time to time, and I also get materials such as 
diapers and food” (MOL 102). 
 
Though families and health personnel were supportive, there was an expression of low 
morale, low self-esteem and loss of self-worth as expressed in this participant‟s 
statement: 
“I am just a burden, I cannot do anything for myself, I am totally dependent on my 
family” (MOL 105). 
 
This communicates how participants stigmatised themselves, and faced feelings of self-
pity. This is also related to self-blame and lack of acceptance on the part of  the 
participant. 
 
5.6.3.3 Social isolation  
 
There were also feelings of isolation by participants as they had lost contacts with 
friends and felt somewhat rejected. Literature relates this social isolation to 
physiological and psychological impact of pain and to stigma associated with being 
diagnosed with HIV. Andreasson and Berglund (2011:5) supported Phaladze et al 
(2005:121) in maintaining that PLHIV were isolated and stigmatised. In the present 
study all participants had been cared for by family members in their homes, and there 
was no evident isolation by caregivers though strained relationships with friends were 
reported by a participant who said:  
 “My friends have not visited me, not even to phone, maybe they have forgotten about 
me” (MOL 104). 
 
There was some form of reassurance and hope in relation to support from friends as 
explained by one participant:   
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“My friends sometimes call me on my cell phone, to check how I am but they rarely 
come to visit, I think the problem is distance from town where I used to stay and now 
that I am in the village” (MOL 106). 
 
5.6.3.4 Resource adequacy 
 
Resource adequacy was a challenge to PLHIV as they tend to live in poverty because 
of their low educational background and limited resources. They relied on financial 
support from family members and material needs from CHBC programme. These 
findings are consistent with those reported by Andreasson and Berglund (2011:18), 
Phaladze et al (2005:121 and Sukati et al (2005:186). as well as Uwimana and 
Struthers (2007:580) maintain that PLHIV live in poverty. They were not physically fit to 
work. They received some food and other supplied from the CHBC programme as 
shown by what a participant who said: 
 
“The staff from the clinic is very helpful, they come to assess the situation at home and I 
am now getting a supply of food every month” (MOL 109). 
 
Limited access to resources such as health facilities also affected PLHIV negatively. 
Loeb (1999:48) maintains that limited resources are available to patients on long-term 
care despite the high incidence of pain and other symptoms. Phaladze et al (2005:122) 
and Sukati et al (2005:186) indicate that the lives of PLHIV are characterised by poverty 
which makes it difficult to afford the cost of medications; a situation contributing to 
severe pain and suffering.  
 
In the present study it was revealed that a participant, who was able to access services 
of private medical practitioners, was given effective pain control medications as 
compared to others who accessed services from public institutions.  
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5.7   ANALYSIS   OF THE ADAPTATION LEVELS 
 
According to George (2011:296) and Roy and Andrews (1999:44) responses  can either 
be adaptive “when the system is able to meet the goals in terms of survival, growth, 
reproduction, mastery and transformations of the system and the environment”  and 
“ineffective” when the human as an adaptive system shows the opposite. 
 
5.7.1 Positive adaptation  
 
Various measures used by participants led to positive adaptation. Measures used 
included pharmacological measures (chemical), cognitive methods and other alternative 
methods. Chemical remedies included medications taken to control pain such as 
paracetamol and diclofenac which are pharmacological in nature. Uwimana and 
Struthers (2007: 251) support the use of pharmacological treatment for controlling pain. 
The WHO pain treatment model, Cucciare et al (2008:341) and Botswana‟s Ministry of 
Health (2008:21) also support pharmacological interventions for effective control of pain 
in HIV- related disease. However, Andreasson and Berglund  (2011:10) reveal that 
paracetamol could hardly control  pain experienced by PLHIV which was supported by 
what one participant said : 
“Paracetamol tablets are not effective in relieving pain” (MOL 107). 
 
This is what another participant said: 
“I take two tablets of paracetamol when in pain, for my painful feet I sometimes put them 
in ice water. I do sitz bath for sores on my thighs” (MOL 101). 
 
 In support of pharmacological intervention in controlling pain, this is what one 
participant said: 
 
“The pain control measure in the form of Declofanec tablets is really effective” (MOL 
103). 
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Access to essential drugs is another important component of care for PLHIV. The 
participant who used Diclofenac accessed the services of a private medical practitioner 
at a cost which could not be afforded by others. NACA (2010:2) defines “access” as a 
concept pertaining to the “availability, coverage, outcome and impact” of health 
interventions. Andreasson and Berglund (2011:18), Loeb (1999:48), Phaladze et al 
(2005) and Uwimana and Struthers (2007:580)  agree that there was limited access to 
services for PLHIV, including limited pain management. 
 
5.7.2   Negative adaptation 
 
Feelings of unhappiness, loss of strength, hopelessness, low morale, despair, 
disheartenment, finding life not worth living and frustration were also demonstrated in 
the study. These are possible negative adaptations that undermine positive adaptations. 
Positive thinking is vital for positive adaptation. Positive thinking is a way of dealing with 
challenges that one meets in life through “positive affirmations” (Cramblett 2012).   
Patients  who were taken through positive thinking processes experienced “an increase 
in their white blood cell count, endorphin and serotonin secretions  which plays an 
important role in the treatment of chronic stress” (Chakoo 2012), portraying the power of 
positive thinking in promoting wellbeing in health and illness. 
 
 According to Chakoo (2012), negative emotions cause the discharge of chemicals from 
the brain called „neuropeptites” which have the ability to suppress the immune system, 
showing the disadvantage of thinking negatively. Bradley (2012) also agrees that   while 
negative thoughts come as a reaction to stimuli to which one is exposed, individuals are 
capable of turning negative thoughts into “optimism”. This calls for promotion of hope 
within the individual him/herself.  
 
5.7.2   Alternative methods 
 
Alternative methods are personal strategies learnt over time to assist in relieving 
discomforts. Methods such as distraction with television, prayer, ice water, hot 
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fomentations and relaxation were used by the participants in the present study. Home 
remedies such as sitz baths, ice water/sips were used to complement pharmacological 
measures. Sukati et al (2005:189) and Tsao et al (2005:430) support the use of 
complementary therapies such as exercise, relaxation, meditation and massage in 
addition to pharmacological treatment. Sukati et al (2005:190) argues that while PLHIV 
use complementary strategies such as massage , they  do not always get relief them 
from the pain. 
 One participant who used an alternative measure had this to say:  
“Taking sips of ice water is successful on the throat, and I only take cold sips when pain 
is severe” (MOL 104).  
  
This is what two participants said: 
“When I feel lonely I sometimes sleep or talk to my mother about it, watching a 
television also distracts me from loneliness” (MOL 106). “Usually when the pain starts, I 
switch on the television to distract my thoughts from the pain with a strong belief that 
one day the pain will go away. I have also been told by the doctor that the pain will be 
there for some time” (MOL 107). 
 
5.8   IMPROVING PAIN MANAGEMENT 
 
Family and patient education on the causes of pain, access to effective pain control 
medications were suggested as ways to improve pain management.  This is based on 
the fact that in health and illness there is a possibility to use the knowledge that one 
has, and to respond accordingly. This is consistent with Mosoiu, Ryan, Joranson  and  
Gartwaite (2006:2113) who identified problems related to the health care system 
including factors such as low priority given to AIDS patients‟ treatment, inadequate 
reimbursement from medical aid schemes or the most appropriate treatment being too 
costly for patients and their families, and restrictive regulation of controlled substances 
as common barriers affecting PLHIVs‟ pain management  related to the health care 
system. Inadequate knowledge of the aetiology of pain and its management also 
contributes to ineffective pain management. 
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This is how two participants explained such experiences: 
“Patients and their family members should be given adequate information on the causes 
of pain and what to do when in pain” (MOL 108).  
 “There is a need to provide all patients with strong pain medications in public 
institutions just like private doctors which are effective” (MOL 109).   
 
 
5.9  OVERVIEW OF FINDINGS FROM QUALITATIVE RESEARCH 
 
The qualitative research was undertaken to collect narrative and rich data from 
participants concerning the pain experiences of PLHIV on the community home based 
care programme and how they managed their pain. 
 
Data were collected through interviews using an interview guide designed specifically 
for this study in accordance with components of the RAM. There were 10 PLHIV who 
participated in the study comprising 6 females and 4 males with ages ranging from 30–
49 years. The greater number of females is consistent with national, regional and global 
trends showing that more women than men are infected with HIV. Various factors put 
women at higher risk of getting infected with HIV such as gender inequality, poverty, 
culture and biological factors.  Six participants obtained primary school education while 
four had secondary and tertiary education as depicted by Table 5.3. This shows a 
majority with low educational background which is associated with lack of information on 
health matters including HIV prevention strategies. They were all on ART. Low 
educational level was also linked to poverty.  
 
Pain and chronic illness were identified as the major challenges for PLHIV who 
participated in the study. Neuropathy of lower extremities was indicated to be the most 
common type of pain, which was described as being severe. Stress and anxiety   were 
reported which made pain worse. Self-stigma and poverty caused participants a lot of 
stress. Other factors aggravating pain levels were opportunistic infections, low CD4 cell 
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counts, weight loss and advanced stages of the disease. The participant who accessed 
the services of private medical practitioners got effective pain control medications, but 
this participant was financially capable to do so as opposed to most participants who 
could not pay for private health care services and/or medications. 
 
The participants‟ modes of adaptation were altered as a result of pain experienced and 
stage of AIDS disease. Participants had low self-esteem because of being sick from 
AIDS disease and weight loss which altered their body images. Negative adaptions 
were observed by some participants. They felt hopeless and worthless and had lost 
their privacy as   their caregivers were bathing and feeding them. However there were 
good family relations and families provided material needs in addition to what they got 
from the home-based care programme. Social isolation was noted as they were home 
bound because of ill health and did not interact with community members. Concerns 
were expressed about the use of paracetamol tablets which were prescribed for pain in 
public institutions but which did not control the pain. Suggestions made to improve pain 
management for home-based care include educating patients and caregivers about the 
causes of pain and its management, making effective pain medications available in 
public health institutions and empowering patients on non-pharmacological measures to 
control their pain levels. 
 
Positive adaptations were demonstrated through the use of non-pharmacological and 
alternative pain control methods such as hot fomentations, drinking ice water and 
distractions such as watching television, assisted them in controlling their pain. One 
participant who consulted private practitioners had his/her pain under control. 
 
Recommendations emanating from these findings are discussed in Chapter 7 with 
specific implications for role players providing care for PLHIV in home settings.  
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5.10  SUMMARY  
 
This chapter discussed findings from individual interviews conducted with 10 PLWHIV. It 
revealed that pain was the major challenge for PLHIV and was not effectively managed. 
Factors which influenced pain experiences included gender, presence of opportunistic 
infections and socio-economic background. Positive and negative adaptations were also 
identified. Suggestions on how pain management could be improved include educating 
clients and the caregivers about the causes of pain and providing stronger pain control 
medication for clients. The next chapter discusses the findings from the quantitative 
phase of this study. 
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CHAPTER 6 
PRESENTATION AND DISCUSSION OF QUANTITATIVE DATA 
6.1 INTRODUCTION 
This chapter presents the analysis and discussion of the quantitative data. Quantitative 
data analysis is a technique of using statistical procedures to manipulate numeric data 
with the intent to describe the phenomena under study. It is at this stage that the 
researcher transforms what has been collected into numerical data. Quantitative data 
analysis explains that which happened and frequently it happened.  
Data were coded and captured onto the Statistical Package of Social Sciences (SPSS) 
version 15.0 program. Frequencies were calculated and cross tabulations were 
performed to identify relationships between two or more variables.  
Data analysis was undertaken to provide answers to the research questions. It is  
through data analysis that the researcher was able to make sense of the responses 
obtained from the respondents an to summarise, interpret and  communicate data. It 
was also through data analysis that similarities in responses, relationships and 
differences were observed. 
The  discussion of research findings is guided by the RAM and (as stated in the 
structured interview schedule  (Appendix F) components of the RAM  also guided 
sections of the data collection tool as follows: 
Section A: Environmental stressors namely the focal and contextual stimuli 
Section B: Control processes with a focus on modes of adaptation 
This chapter focuses on the analysis and presentation of quantitative data. A structured 
interview schedule/questionnaire (Appendix F) was used to collect data from 
respondents. The RAM guided the design of the questionnaire as well the discussions 
of study findings. This phase of the study answered the following questions: 
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 What is the intensity and location of pain experienced? 
 What medications and any other pain relief measures do PLHIV use? 
 How do PLHIV perceive pain experience? 
 How does pain affect the general wellbeing of PLHIV?  
 How can pain management for PLHIV be improved? 
Convenience sampling was conducted to select respondents as discussed in section 
4.4.5 of this thesis. The sampling method was deemed suitable for the study as it 
considered the sensitivity of the phenomenon under study, and it was therefore easy to 
accommodate all eligible participants which would not have been the case with other 
sampling methods.  A total of 120 respondents, who were living with HIV and met the 
inclusion criteria as depicted in sections 4.4.4, comprised the sample for this study. The 
sample size included 55.0% (n=66) females and 45.0% (n=54) males of PLHIV on 
home-based care who agreed to participated in the current study.  
6.2 PRESENTATION AND DISCUSSION OF RESEARCH FINDINGS 
This section presents and discusses research findings from quantitative guided by the 
RAM. 
6.2.1 Environmental stressors 
The focal and the contextual stimuli are referred to as environmental stressors. These 
are the factors in the internal and external environment that influence how one reacts to 
a situation. Each stimulus is defined under the relevant sections, namely sections 3.3.1 
and 3.3.2 of this thesis. For the purpose of the current study and the influence of the 
contextual stimuli on the focal stimuli, the analysis of the contextual stimuli is discussed 
first. 
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6.2.1.1 ANALYSIS OF CONTEXTUAL STIMULI 
Contextual stimuli entail biographic characteristics of respondents which could affect 
pain and pain management in PLHIV. These stimuli are defined as all stimuli, other than 
focal stimuli, that contribute to the focal stimuli and influence how the person deals with 
the focal stimuli  (Alligood & Marriner-Tomey 2006:308; Meleis 2007:295).  Variables 
pertaining to the contextual stimuli in the current study are demographic characteristics 
such as gender, age, CD4 count, educational level, duration on the CHBC programme, 
income, rating of illness, the period of time that respondents had known about their sero 
converted status and cultural beliefs regarding pain experiences and pain control. 
6.2.1.1.1 Demographic characteristics  
Demographic variables of respondents in the current study are included as they appear 
in the structured interview schedule: gender, age, level of CD4   count,  income, number 
of years of knowing about  HIV positive status, rating of illness, additional conditions 
and cultural beliefs. 
Although 120 respondents participated in the current study, not all respondents 
answered all questions, explaining why the total number (n=) of responses to specific 
questions might differ. Failure to respond to questions was acceptable, as respondents 
in a study were allowed not to respond if they chose not to do so in line with ethical 
commitments as depicted in the consent document (Appendix C) and section 4.9.5 of 
this thesis. Non response to some questions could be related to some respondents‟ 
sensitivity concerning the contents hereof of the structured interview schedule. 
6.2.1.1.2 Respondents’ gender (N=120) 
The sample of 120 PLHIV which comprised of 45.0% (n=54) males and 55.0% (n=66) 
females. This is consistent with the global, regional and local situation which indicates 
that more women are affected and infected by HIV than men. Factors making women 
more vulnerable to HIV transmission are biological, cultural and social. Biological factors 
are explained by the nature of the females‟ sex organs which receive infected fluids 
from the males (Kartikeyan, Bharmal, Tiwari & Bisen 2007:57). 
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Table 6.1: Distribution of respondents by gender (N=120). 
Gender Frequency(f) Percentage (%) 
Female 66 55.0 
Male 54 45.0 
Total (N) 120 100.0 
Women could experience physical and verbal abuse and might be expected to be 
submissive and they might lack skills to speak for themselves (Pelser 2002:34).They 
might be forced by their circumstances, such as poverty, to expose themselves to HIV 
transmission by engaging in unsafe sexual encounters for financial gain (Kartikeyan 
2007:62; Botswana‟s Ministry of Health (2007–2012:14; Botswana Ministry of Labour 
and Home Affairs 2012:18). 
 
Figure 6.1: Distribution of respondents by gender (N=120) 
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6.2.1.1.3 Educational qualifications of respondents  
Respondents were asked to indicate their level of education as follows: non formal, 
primary, secondary and tertiary. Educational background is important as it sets and 
expectations of how informed respondents are and whether knowledge and the 
practices of respondents regarding the research topic are related to the level of 
education. . It may also guide programming and packaging of interventions targeting 
people of various levels of education to prevent HIV infections and to use ART 
effectively. Table 6.2 presents respondents‟ levels of education. 
Table 6.2: Educational qualifications of respondents 
Education Frequency(f)  Percentage (%) 
Non Formal 3 2.5 
Primary 49 40.8 
Secondary 63 52.5 
Tertiary 5 4.2 
Total (N) 120 100 
Figure 6.2 indicates that 52.5 % (n=63) of the respondents, attained secondary school 
education, followed by primary school education 40.8% (n=49); tertiary education 4.2% 
(n=5) while 2.5% (n=3) had never been to a formal school. This shows that there were 
very few respondents who could not read or write. According to the Population and 
Housing Census of 2011, 18.3% of the population in Botswana has never been to 
school. The researcher conducted interviews with all respondents using a structured 
interview schedule designed for the study. This enabled more reliable responses to be 
obtained from the 2.5% (n=3) respondents who were illiterate as they were not expected 
to complete the data collection tool themselves. 
Educational background has been strongly associated with behaviours, practices and 
knowledge pertaining to health issues in general. A low level of education has been 
associated with limited HIV-related knowledge. Low educational level is an important 
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factor associated with a high risk of contracting HIV infection and also a high risk of non-
adherence to ART. Those with low educational background 43.3% (n=52) were thus 
regarded to be more likely to lack knowledge of HIV and pain management. Mitiku, 
Abdosh and  Teklemarian (2013) and WHO (2013) observed higher adherence to 
treatment among patients with “high school and above”. 
 
Figure 6.2: Educational qualifications of the respondents 
6.2.1.1.4 Respondents’ ages 
Respondents were asked to indicate their ages at their previous birthdays. It was 
important to note the age of respondents in relation to other biographic details as well 
as factors relating to the focal stimuli and level of adaptation. Table 6.3 shows the 
distribution of respondents‟ ages. 
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Table 6.3:  Age distribution of respondents (N=120). 
Education Frequency(f)  Percentage (%) 
20-29 7 5.8 
30-39 37 30.8 
40-49 24 20 
50-59 38 31.8 
60-69 13 10.8 
70+ 1 0.8 
Total (N) 120 100 
 
Table  6.3  shows that respondents‟ ages ranged from 21 to  70+ years with  31.8% 
(n=38) of the respondents falling within the 50–59  age group,  followed by those aged 
30–39,  and 0.8% (n=1) were older than 80. Those aged 30–39 were within the 
population group hardest hit by HIV which is consistent with statistics reported by the 
African Comprehensive HIV/AIDS Partnership (ACHAP2011:8), Botswana AIDS Impact 
Survey (2008:45) and Botswana Ministry of Health (2010:2011).  
According to NACA (2009:11) the first case of AIDS in Botswana was reported in 1985, 
which amounts to 29 years up to 2014, explaining why most respondents in this study 
fell within the age bracket 50-59. This implies that they might have become infected with 
HIV some years ago and have been in the asymptomatic phase of HIV which could last 
several years, and respondents might thus have been living with HIV for a long time.   
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 Figure 6.3: Age distribution of respondents (N=120) 
6.2.1.1.5 Respondents’ CD4 counts 
 The CD4 count provides information about one‟s immunologic deficiency and it is a 
determinant whether one is eligible for HAART initiation. The normal CD4 count is from 
800 to 1 200 cells per cubic millimetre of blood (Lewis et al 2007; 270; Lewis et al 
2011:242; Ignatavicius & Workman 2010:364). Table 6.4 presents respondents‟ most 
recent CD4 counts. 
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Table 6.4: Respondents’CD4 counts (N=120). 
Level of CD4 cell count 
(cell/ u L) 
Frequency(f) Percentage (%) 
1-100 16 13.3 
101-200 58 48.3 
201-300 32 26.7 
301-400 5 4.2 
401-500 4 3.3 
501+ 5 4.2 
Total (N) 120 100 
According to Botswana‟s Ministry of Health (2012:35), a person commences taking 
ARVs when the CD4 count is at or below 350 cells/uL (previously  250 cells/uL). 
Another indication for commencing HAART is the WHO clinical stage 3 or 4 implying the 
signs and symptoms of advanced and severe HIV-associated manifestations. The CD4 
count is thus not the only determinant for initiation of HAART, for example a person with 
a CD4 count above the current threshold of  350 cells/uL, who manifests with advanced 
or severe HIV manifestations would be started on ART (ARVs). Table 6.4 shows that  
out  of the 120 respondents, 48.3% (n=58) had  CD4 counts of 101-200 cell/uL, followed 
by 201-300 cell/ uL (26.7 %; n=32) , 13.3% (n=16)  with a CD4  count  of 1-100 cell/ uL 
while  there was a tie of 4.2% (n=5) at 300-400 and 501+ CD4  count  respectively and 
3.3% (n=4) with a count of 401-500 cell/ uL. On the whole 61.7% (n=74) respondents 
had a CD4 count of <200 cells/ uL, a threshold which is associated with opportunistic 
infections and accompanying pain. 
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Figure   6.4: CD4 count (N=120) 
6.2.1.1.6   Respondents’ income levels 
Respondents were asked to explain whether their incomes were adequate to cover their 
daily expenses. Table 5.5 exhibits the findings. 
Table   6.5: Respondents’ incomes in relation to their daily expenses (N=120) 
Income Adequacy Frequency(f) Percentage (%) 
Sufficient 21 17.5 
Barely adequate 27 22.5 
Totally inadequate 72 60.0 
Total (N) 120 100 
Table 6.5 shows that, out of the 120 respondents, 60.0% (n=72) indicated that their 
incomes were totally inadequate to cover their daily living expenses, followed by 22.5% 
(n=27) who said their incomes were barely adequate while 17.5% (n=21) revealed that 
their incomes were sufficient to meet their daily expenses. The respondents‟ levels of 
education, age and duration of their illness were associated with inadequate incomes. 
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Low levels of education imply limited employment opportunities with low salaries 
because as revealed by Botswana„s Population and Housing Census of 2011 the 
unemployed population is largely untrained and unskilled labour. The nature of their 
illness and the pain suffered by the respondents could make it impossible for the 
respondents to perform any job 
 
 
Figure 6.5: Respondents’ incomes in relation to their daily expenses (N=120). 
6.2.1.1.7 Correlation of respondent’s income in relation to their daily expenses by 
demographic characteristics 
As depicted in Table 6.6 it is imperative to determine correlations of respondents‟ 
incomes in relation to their daily expenses by age and gender. Table 6.6 shows 
information on adequacy of incomes by levels namely sufficient, barely adequate and 
totally inadequate against age cohorts of respondents who participated in the study. 
Total number of respondents is shown in absolute numbers and percentages.  
 
 
175 
 
Table 6.6:  Respondents’ incomes in relation to their daily expenses by age group 
(N=120)  
Income Adequacy Age Group Total 
20-29 30-39 40-49 50-59 60-69 70+ 
 
Sufficient 
Count 
(f) 
0 5 2 8 6 0 21 
% 0% 13.5% 8.3% 21.1% 46.2% 0% 17.5% 
 Barely 
Adequate 
Count 
(f) 
2 10 6 4  4 1 27 
% 28.6% 27.0% 25.0% 10.5% 30.8% 100.0% 22.5% 
Totally 
Inadequate 
Count 
(f) 
5 22 16 26 3 0 72 
% 71.4% 59.5% 66.7% 68.4% 23.1% 0% 60% 
Total Count 
(f)/N 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
 
Out of 120 respondents, 22.5% (n=27) reported barely adequate incomes, followed by 
17.5% (n=21) with sufficient incomes and 60% (n=72) with totally inadequate incomes 
When respondents‟ incomes were compared by age, it was shown that those in the age 
category 50 - 59 constituted 21.1% (n=8) out of 38 respondents  followed by those aged 
60-69 with 46.2% (n=6) out of 13 who reported sufficient incomes. The age cohort of 50-
59 also had 68.4% (n=26) out of 38 whose incomes were totally inadequate followed by 
59.1% (n=22) out of 37 in the age group 30-39. 
There were 60% (n=72) who reportedly had totally inadequate incomes. The findings 
showed   a decline in income adequacy with age as depicted by those in the age groups 
30-39 (13.6%; n=5; n=37) and those in the age category 20-29 (71.4%; n=5; n=7) 
reporting totally inadequate incomes. These findings show that the young respondents 
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were of low socio economic status. Older patients were more financially stable when 
compared with the young ones as depicted on Table 6.6. 
 
.  
Figure 6.6: Respondent’s income in relation to their daily expenses by age group 
(N=120)  
6.2.1.1.8: Correlation of respondents’ income in relation to their daily expenses by 
gender 
Demographic data, as depicted in Table 6.7 showed different incomes for females and 
males and Table 6.7 compares income in relation to daily expenses by gender. 
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Table 6.7: Respondents’ income in relation to their daily expenses by gender 
(N=120) 
Income Adequacy Gender 
Male Female Total 
Sufficient Count (f) 14 7 21 
% 25.9% 10.6% 17.5% 
 Barely 
Adequate 
Count (f) 11 16 27 
% 20.4% 24.2% 22.5% 
Totally 
Inadequate 
Count (f) 29 43 72 
% 53.7% 65.2% 60.0% 
Total Count (f/N 54 66 120 
% 100% 100% 100% 
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Table 6.7 compares respondents‟ incomes in relation to their daily expense by gender. 
Out of 120 respondents, it was shown that out of 66 females, 65.2% (n=43) had totally 
inadequate incomes, followed by 24.2% (n=16) with barely adequate incomes and 
10.6% (n=7) with sufficient incomes. Out of 54 male respondents, 53.7% (n=29) had 
totally inadequate incomes, 20.4% (n=11) with barely adequate incomes and 25.9% 
(n=14) with sufficient income. These findings revealed that females had lower levels of 
income than their male counterparts. 
 
Figure 6.7: Respondent’s income in relation to their daily expenses by gender 
(N=120) 
6.2.1.1.9: Correlation of respondents’ income in relation to their daily expenses by 
educational level 
Table 6.8 shows a comparison of income in relation to daily expenses by educational 
background. 
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Table 6.8: Respondent’s income in relation to their daily expenses by educational 
level (N=120)  
 
Income Adequacy 
Educational Level Total 
Non 
Formal 
Primary Secondary Tertiary 
Sufficient Count 
(f) 
0 2 15 4 21 
% 0% 4.1% 24.0% 80.0% 17.5% 
 Barely 
Adequate 
Count 
(f) 
1 11 14 1 27 
% 33.3% 22.4% 22.0% 20.0% 22.5% 
Totally 
Inadequate 
Count 
(f) 
2 36 34 0 72 
% 66.7% 73.4% 54.0% 0% 60.0% 
Total Count 
(f)/N 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Table 6.8 shows that there were 24.0% (n=15) out of 63 respondents with secondary 
education who reported sufficient incomes and 80% (n=4) out of 5 with tertiary 
education were sufficiently resourced and those with non-formal education reported 
barely adequate incomes by 33.3 % (n=1) and 66.7% (n=2) out of 3 respondents 
reported totally inadequate resources. These findings revealed that those with higher 
educational backgrounds had better resources than those with lower educational 
backgrounds. 
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Figure 6.8: Respondent’s income in relation to their daily expenses by 
educational level (N=120) 
6.2.1.1.10 Knowledge of HIV Status 
Table 6.9 presents information on the duration of respondents‟ knowledge about their 
HIV-positive status.  Out of 120 respondents, 98.3% (n=118) answered this question. 
Two declined to indicate for how long they had known about their HIV-positive status 
and they were not coerced to supply this information. 
Table 6.9: Respondents’ duration of knowledge about their HIV-positive status 
(n=118) 
Category Frequency(f)  Percentage (%) 
Less than a year  52 44.1 
1-5 Years 51 43.2 
6-10 Years 13 11.0 
More than 10 years 2 1.7 
Total (n) 118 100 
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After infection with HIV, an individual could remain asymptomatic for many years.  
Consequently, HIV-positive persons might be unaware of their HIV status during this 
latent phase of the disease unless they use VCT services. 
Figure 6.9 shows that out of 118 respondents,  44.1% (n=52) had known that they were 
HIV-positive for less than one year, followed by those who had known for 1-5 years with 
43.2% (n=51) respondents  and 11% (n=13 ) for 6–10 years and 1.7% (n=2) for more 
than 10 years. In total 55.9% (n =66) had known their HIV status for more than 1 year. 
 
Figure 6.9: Duration of respondents’ knowledge about their HIV-positive status 
(n=118) 
6.2.1.1.11 Respondents' rating of their levels of illness 
Respondents were asked to rate their levels of illness using the following categories: not 
very sick, moderately ill and severely ill.  Table 6.10 presents these levels of illness as 
perceived by 119 out of 120 respondents as one person did not respond to the 
question. 
 
 
182 
 
Table 6.10: Respondents’ ratings of their levels of illness (n=119) 
Level of illness Frequency(f)  Percentage (%) 
Not very Sick 12 10.1 
Moderately ill 64 53.8 
Severely Sick 43 36.1 
Total (n) 119 100 
Table 6.10 reveals that out of the 119 respondents, 53.8% (n=64) were moderately ill, 
10.1% (n=12) were not very sick and 36.1% (n=43) were severely sick.  These ratings 
were based on respondents‟ own perceptions of their illness and they show that over 
half of respondents (89.9%; n=107) were moderate to severely ill of which 36.1% (n=43) 
were severely sick. 
 
Figure 6.10: Respondents’ rating their levels of illness (n=119) 
6.2.1.1.11.1 Correlation of respondents’ rating their levels of illness and CD4 
count 
Table 6.11 compares respondents‟ rating of levels of illness by CD4 count 
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Table 6.11: Respondents’ CD4 counts against level of illness (n=119)  
 
CD4  Count 
Level of illness 
Not very sick Moderately Severely 
sick 
Total 
1-100 Count (f) 0 6 10 16 
% 0% 9.4% 23.3% 13.4% 
 101-
200 
Count (f) 1 26 30 57 
% 8.3% 40.6% 69.8% 47.9% 
201-
300 
Count (f) 2 28 2 32 
% 16.7% 43.8% 4.7% 26.9% 
301-
400 
Count (f) 2 2 1 5 
% 16.7% 3.1% 2.2% 4.2% 
401-
500 
Count (f) 3 1 0 4 
% 25.0% 1.7% 0% 3.4% 
501+ Count (f) 4 1 0 5 
% 33.3% 1.7% 0% 4.2% 
Total Count (f)/n 12 64 43 119 
% 100% 100% 100% 100% 
Out of 119 respondents, 36.1% (n=43) were severely sick, of which 23.3% (n=10) had 
CD4 count within the 1-100 cells/-uL, followed by 69.8% (n=30) with a CD4 count within 
101-200 cells/uL. There were 33.3% (n=4) out of 12 who were not very sick with a CD4 
count of 501+. These findings imply that low CD4 count could be associated with severe 
illness.  
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Figure 6.11: Respondents’ CD4 counts against level of illness (n=119) 
6.2.1.1.12:  Respondents’ experience with additional conditions 
Respondents were also asked to indicate if they were experiencing any conditions, 
other than those associated with HIV manifestations, which could also be causing pain. 
One-hundred-and-eighteen (n=118) responded as presented in Table 6.12 (1.7% (n=2) 
did not respond). 
Table 6.12: Respondents’’ experiences of other conditions in addition to HIV and 
AIDS (n=118) 
Responses Frequency(f)  Percentage (%) 
Yes 75 63.6 
No 43 36.4 
Total (n) 118 100 
 
Table  6.12 indicates that out of 118 respondents, 63.6% (n=75) experienced conditions 
in addition to HIV-related infections which was also causing pain while 36.4% (n=43) 
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were free from other conditions. Conditions associated with pain include opportunistic 
infections and low CD4 count as discussed in section 3.4.2.1 of this study. 
 
Figure 6.12: Respondents’ experiences of other conditions in addition to HIV and 
AIDS (n=118) 
6.2.1.2    ANALYSIS OF FOCAL STIMULI 
The focal stimuli refer to that which is the central focus of the individual and include 
internal and external stimuli “most immediately confronting the person” (Alligood & 
Marriner Tomey 2006:308; Meleis 2007:295).  Respondents were asked to indicate if 
they experienced any of the types of pain listed in the questionnaire (see Appendix F). 
Respondents were asked to respond by “Yes” or “No” and in addition they could choose 
from the three responses that which best described the severity of pain they 
experienced. Respondents were free to choose more than one answer from pain 
symptoms and intensities. 
The following biographic characteristics of respondents namely age, gender and 
educational background were cross tabulated with biological indicators and self-report 
of their experiences of pain, as shown in Table 6.13. 
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6.2.1.2.1 Biological indicators and self-report 
Table 6.13 depicts pain, symptoms and intensities associated with pain experienced by 
respondents. Intensities of pain and symptoms were categorised as “mild”, “moderate” 
and “severe”. All 120 respondents answered the question. Tables 6.13, 6.14, 6.15 and 
6.16 depict information from multiple responses as respondents experienced more than 
one type of pain syndromes.   
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Table 6.13: Respondents’ experiences of pain and symptoms and the intensity of 
these experiences (N=120) 
Pain/Symptom Intensity of the  Pains and Symptoms 
Total 
Mild (%) 
Moderate 
(%) 
Severe 
(%) 
Muscle 
aches  
 
Count (f) 6 14 15 35 
% 17.1   
 
40 42.9 100 
Painful joints Count (f) 3 4 6 13 
% 23.0 30.8% 46.2  100 
Painful sores in 
mouth 
 
Count (f) 3 2 2 7 
% 
42.9 28.6 28.6 100 
Abdominal pains 
 
Count (f) 6 7 4 17 
% 35.3 41.2 23.5 100 
Weight loss 
 
Count (f) 22 32 32 86 
% 25.6 37.2 37.2 100 
Chest pains 
 
Count (f) 6 16 14 36 
% 16.7 44.4 38.9 100 
Headache 
 
Count (f) 5 3 2 10 
% 50 30 20 100 
Numbness/tingling 
of legs 
 
Count (f) 10 15 20 45 
% 
22.2 33.3 44.5 100 
Numbness/tingling 
of feet/toes 
 
Count (f) 11 16 20 47 
% 
23.4 34 42.5 100 
Swollen feet 
 
Count (f) 6 9 10 25 
% 24 36 40 100 
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Table 6.13 depicts various pain syndromes experienced with varying intensities. 
Respondent experienced more than one type of pain.  Most respondents (71.6%; f=86) 
had lost weight and out of 86, 25.6% (n=22) reported mild weight loss, 37.2% (n=32) 
moderate weight loss and 37.2% (n=32) were severely underweight. The WHO (1995) 
stipulated grades for underweight for adults using the body mass index (BMI) as follows: 
 BMI 17.0-18.49kg/meter indicating grade 1 thinness 
 BMI 16.0-16.99 kg/meter indicating grade 2 thinness and  
 BMI <16.00 indicating grade 3 thinness (Brown 2002:470).  
Body mass index is defined as “an index of a person‟s weight in relation to height which 
correlates with total body fat content” (Boyle 2001:244; Hark & Deen 2005:26). 
According to the WHO, alluded to in the Botswana Ministry of Health treatment 
guidelines (2012:29), moderate and severe weight loss are characteristics of moderate 
to severe HIV pathogenesis. Severe weight loss could be associated with other health 
issues such as injuries and bedsores resulting from increased pressure on the lean 
muscles, if preventive measures are not put in place.   
According to Karim and Karim (2010:53) weight loss might be resulting from 
micronutrient deficiencies which are common among PLHIV due to HIV pathogenesis. 
These findings revealed that out of 86 respondents  who had lost weight, 37.2% (n=32) 
respondents had significant weight loss which is a sign of wasting syndrome with 
implications for dietary recommendations and adequate nutritional interventions.  
Botswana‟s Ministry of Health (2012:32) emphasises nutritional support for all HIV 
infected adults through robust nutritional interventions. Interventions include nutritional 
assessment and screening, education and counseling and addressing any problem 
found to be diet-related. 
Numbness and tingling sensations of feet and toes was also raised by 47 (39.2%) 
respondents with 23.4% (n=11) reporting mild sensations, 34% (n=16) moderate and 
42.5% (n=20) severe intensities, followed by numbness/tingling of legs experienced by 
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45 respondents of which 22.2% (n=10) were mild, 33.3% (n=15) moderate and 44.5% 
(n=20) severe. There were 35 respondents experiencing muscle aches, with 17.1% 
(n=6) mild, 40% (n=14) and 42.9% (n=15) experiencing muscle aches of moderate to 
severe intensity respectively. Muscle aches might be related to lean body muscles and 
lack of movement resulting from being confined to bed. The numbness and tingling 
sensation of the lower extremities confirmed that peripheral neuropathy was evident in 
most of respondents.  
6.2.1.2.1.1. Respondents’ ages and associated pains and symptoms  
Responses on pain and symptoms experienced were compared to respondents‟ age 
groups. Age groups ranged from 21 years to over 80 years. Table 6.14 shows pain and 
symptoms by age group. 
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Table 6.14: Cross tabulation of the respondents age versus pains and symptoms 
experienced (N=120) 
Pain/Symptom Age Group 
20-29 30-39 40-49 50-59 60-69 80+ Total 
Muscle 
aches  
 
Count (f) 3 11  
 
1  9 6 5 1 35 
% 8.6 31.4 25.7 17.1 14.3 2.9 100 
Painful joints 
 
Count (f) 2 3 4 2 1 1 13 
% 15.4 23.1 30.7 15.4 7.7 7.7 100 
Painful sores 
in mouth 
 
Count (f) - 2 3 1 1 - 7 
% 
- 28.6 42.8 14.3 14.3 - 100 
Abdominal 
pains 
 
Count (f) 3 2 4 7 - 1 17 
% 
17.6 11.8 23.5 41.2 - 5.9 100 
Weight loss 
 
Count (f) 5 28 18 24 11 - 86 
% 5.8 32.6 20.9 27.9 12.8 - 100 
Chest pains 
 
Count (f) 3 11 9 6 6 1 36 
% 8.3 30.5 25 16.7 16.7 2.8 100 
 
Headache 
 
Count (f) 1 3 2 1 3 - 10 
% 
10 30 20 10 30 - 100 
Numbness/tin
gling of legs 
 
Count (f) 6 17 13 4 4 1 45 
% 
13.3 37.8 28.9 8.9 8.9 2.2 100 
Numbness/tin
gling of 
feet/toes 
 
Count (f) 5 12 16 7 6 1 47 
% 
10.6 25.5 34 14.9 12.8 2.2 100 
Swollen feet 
 
Count (f) 3 9 8 3 1 1 25 
% 12 36 32 12 4 4 100 
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Pain and symptoms experienced were also compared across the age groups of 
respondents. Table 6.14 depicts that there were 86  respondents  with weight loss and 
the most affected age group was 30-39 with 32.6% (n=28) respondents, followed by the 
age group 50-59  with 27.9%) (n=24) and 40-49 with 20.9% (n=18). These findings have 
implications for increased dietary needs of varying age groups though there is a need 
for nutritional support for all HIV infected people. Diets rich in proteins are highly 
recommended for body building and repairing of worn out tissues. Out of the 39.2% (n= 
47), the age group most affected by numbness/tingling of feet, comprising 34% (n=16) 
of the respondents were in the age group of 40-49, followed by the age group of 30-39. 
Numbness and/or tingling of legs were indicated by 37.5% (n=45) respondents with 
37.8% (n=17) also in the age bracket of 30-39. 
Chest pains were commonly reported pains and symptoms by 30% (n=36) out of 120 
respondents and the most affected age groups were 30-39 and 40-49. Chest pain is a 
symptom of various infections referred to as opportunistic infections which take 
advantage of immuno-suppression with very low CD4 count and include conditions such 
as pneumonia and pulmonary tuberculosis. 
6.2.1.2.1.2 Gender and associated pain and symptom experience 
Table 6.15 exhibits gender cross tabulated with pain and symptom experience.  
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Table 6.15: Cross tabulation of respondents pain and symptoms experienced by 
gender (N=120) 
Pain/Symptom Gender 
Male Female Total 
Muscle 
aches  
 
Count (f) 15  
 
20 35 
% 42.9 57.1 100 
Painful joints 
 
Count (f) 6 7 13 
% 46.2 53.8 100 
Painful sores in 
mouth 
 
Count (f) 4 3 7 
% 
57.1 42.9 100 
Abdominal pains 
 
Count (f) 7 10 17 
% 41.2 58.8 100 
Weight loss 
 
Count (f) 37 49 86 
% 43 57 100 
Chest pains 
 
Count (f) 14 22 36 
% 38.9 61.1 100 
 
Headaches 
 
Count (f) 4 6 10 
% 
40 60 100 
Numbness/tingling 
of legs 
 
Count (f) 19 26 45 
% 
42.2 57.8 100 
Numbness/tingling 
of feet/toes 
 
Count (f) 18 29 47 
% 
38.3 61.7 100 
Swollen feet 
 
Count (f) 10 15 25 
% 40 60 100 
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Table 6.15 depicts pain and symptoms experienced across gender. Out of the 86 who 
had lost weight, 57% (n=49) were females and 43% (n=37) were males. This is 
consistent with the earlier findings in section 6.2.1.1.2 that most respondents were 
females, even globally and nationally females are harder hit by HIV. This is attributed to 
various reasons putting them at high risk of contracting HIV such as socio cultural 
factors, biological factors and poverty causing them to engage in risky sexual 
behaviours in exchange for money alluded to in section 6.2.1.1.2 of the thesis. 
The findings show that the most common pain syndrome was numbness/tingling 
sensation of toes  was experienced by more females (61.7%; f=29)  than males (38.3%; 
f=18), followed by chest pains with 61.1% (n=22) females and 38.9% (n=14) males. 
Peltzer & Phaswana-Mafuya (2008:5) indicate that numbness/tingling sensation of toes 
are characteristic of peripheral neuropathy which is common among males. 
6.2.1.2.1.3: Types of pain experienced by respondents 
Respondents were also asked to indicate the type of pain they experienced, whether it 
was acute or chronic. This applied to all the various locations and intensity of pain and 
symptoms respondents experienced as depicted in Table 6.16. 
A laminated template of a human figure showing the anterior and posterior aspects of a 
human body was used, which was shown to the respondents to indicate the pain 
location and pain intensity, medications taken to relieve the pain as well as non-
pharmacological interventions employed to relieve pain and how effective these 
measures were. 
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Table 6.16: Respondents' indications of conditions of pains and symptoms 
(whether acute or chronic) (N=120) 
Pain/Symptom Condition 
Acute Chronic Total 
Muscle 
aches  
 
Count (f) 
9 26 35 
 % 25.7 74.3 100 
Painful joints Count (f) 3 10 13 
 % 23.0 77 100 
Painful sores in mouth Count (f) 3 4 7 
 % 42.9 57.1 100 
Abdominal pains Count (f) 7 10 17 
 % 41.2 58.8 100 
Weight loss Count (f) 37 49 86 
 % 43.0 57.0 100 
Chest pains Count (f) 15 21 36 
 % 41.7 58.3 100 
Headache Count (f) 5 5 10 
 % 50 50 100 
Numbness/tingling of legs Count (f) 21 24 45 
 % 46.7 53.3 100 
Numbness/tingling of 
feet/toes 
Count (f) 
21 26 47 
 % 44.7 55.3 100 
Swollen feet Count (f) 12 13 25 
 % 48 52 100 
 
When asked to indicate types of pain, 47 respondents reportedly experienced 
numbness/tingling of feet /toes, of which 44.7% (n=21) were acute and 55.3% (n=26) 
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were chronic pains. Out of the 45 with numbness/tingling of legs, 46.7% (n=21) were 
acute and 53.3% (n=24) were chronic. It was also noted that out of the 25 with swollen 
feet, 48% (n=12) were acute while 52% (n=13) were chronic.    
Table 6.16 further reveals that  out of 47 respondents, 53.3% (n=26) suffered pains 
which were chronic in nature  and this category of  respondents were more likely 
dependant on  family members for performing activities of daily living. An acute 
condition is defined as a sudden condition lasting for a short time while a chronic 
condition is characterised by a long duration and slow progression (Smeltzer, Bare, 
Hinkle & Cheever 2010:145; Brooker & Nicol 2007:1048).The findings generally 
revealed that most respondents were experiencing chronic pains with accompanying 
symptoms. 
6.2.1.3 Adaptive system 
It was important to understand respondents‟ perceptions of  their pain experiences as 
discussed in section 2.4.2.2.1, namely perception of symptom distress, perception of 
control over life events and hardiness, modes of adaptation, modes of physiological 
adaptation and perception of disability (section 3.4.1), modes of psychological 
adaptation (section 3.4.3), role function (section 3.4.3.2), interdependence mode 
(section 3.4.3.3-4), and adaptive and ineffective behaviours (section 3.5).A four-point 
Likert Scale was used to gather information namely: strongly agree (SA), agree (A), 
disagree (D) and strongly disagree (SD). Two items were chosen from each sub 
component because they were mostly indicated and were analysed instead of working 
with all the data. 
6.2.1.3.1 Perceptions of symptom distress 
Perception of symptom distress focuses on respondents‟ views of the impact of pain on 
their physical well-being. Information from the four-point Likert scale was cross 
tabulated by age, gender and educational level and items were “Pain will eventually 
incapacitate me” and “I am afraid that pain might get worse”. 
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6.2.1. 3.1.1 Respondents’ beliefs that pain would eventually totally incapacitate 
them by age 
Respondents were also asked to indicate whether they agreed or disagreed that pain 
would incapacitate them. Table 6.17 discusses responses by age groups and all 120 
respondents participated. 
Table 6.17: Age group of the respondents versus respondents’ beliefs that pain 
would eventually totally incapacitate them (N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
2 7 3 3 2 1 18 
% 28.6% 18.9% 12.5% 7.9% 15.4% 100% 15% 
 Agree Count 
(f) 
2 15 5 11 3 0 36 
% 28.6% 40.6% 20.8% 28.9% 23.1% .0% 30% 
Disagree Count 
(f) 
1 11 9 18 5 0 44 
% 14.3% 29.7% 37.5% 47.4% 38.5% .0% 36.7% 
Strongly 
disagree 
Count 
(f) 
2 4 7 6 3 0 22 
% 28.6% 10.8% 29.2% 15.8% 23.0% .0% 18.3% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
 
Out of the 120 respondents, 45% (n=54) agreed that pain would eventually incapacitate 
them, with most respondents, 59.4% (n=22) out of 37 aged 30-39, while 55.0% (n=66) 
disagreed that pain would affect their physical wellbeing with 27.3% (n=18) respondents 
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in the age group of 50-59. In the age group 30-39 more, 59.5% (n=22) out of 37 
respondents, agreed that pain would incapacitate them. These findings are supported 
by Table 6.14 which reveals that the age group 30-39 was also the most affected by 
numbness/tingling of legs and equally felt pain would debilitate their condition as 
depicted by Table 6.17. 
 
Figure 6.13: Age group of the respondents versus respondents’ beliefs that pain 
would eventually totally incapacitate them (N=120) 
6.2.1.3.1.2 Respondents’ beliefs that pain would eventually totally incapacitate 
them by gender 
Gender was also used to compare respondents‟ beliefs that pain would eventually 
totally incapacitate them. Table 6.18 shows responses from all 120 respondents who 
participated in the study. 
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Table 6.18: Gender of the respondents versus respondents’ beliefs that pain 
would eventually totally incapacitate them. (N=120) 
 Gender 
Female Male Total 
Strongly agree Count (f) 7 5 12 
% 10.6% 9.3% 10% 
 Agree Count (f) 19 16 35 
% 28.8 29.6% 29.2% 
Disagree Count (f) 27 23 50 
% 40.9% 42.6% 41.6% 
Strongly disagree Count (f) 13 10 23 
% 19.7% 18.5% 19.2% 
Total Count(n/N) 66 54 120 
% 100% 100% 100% 
Table 6.18 shows that out of the 120 respondents, 55% (n=66) were females while 45% 
(n=54) were males.  Of the females, 39.4% (n=26) and of the males 38.9% (n=21) 
agreed that pain would incapacitate them. This shows a difference of 0.5% which is 
insignificant and the findings revealed that both males and females were in agreement 
that pain would affect them negatively. 
199 
 
 
Figure 6.14: Gender of the respondents versus respondents' belief that pain 
would eventually totally incapacitate them. (N=120) 
6.2.1.3.1.3  Respondents’ beliefs that pain would eventually totally incapacitate 
them by educational level 
Educational level was used to compare respondents‟ beliefs that pain would totally 
incapacitate them. Table 6.19 discusses respondents‟ beliefs pertaining to their level of 
incapacity by educational level. All 120 respondents answered the associated 
questions. 
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Table 6.19:  Educational level of the respondents versus respondents’ beliefs that 
pain would eventually totally incapacitate them. (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
2 9 7 1 19 
% 66.7% 18.4% 11.2% 20% 15.8% 
 Agree Count 
(f) 
1 23 34 1 59 
% 33.3% 46.9% 53.9% 20% 49.2% 
Disagree Count 
(f) 
0 12 18 1 31 
% .0% 24.5% 28.6% 20% 25.8% 
Strongly 
disagree 
Count 
(f) 
0 5 4 2 11 
% .0% 10.2% 6.3% 40% 9.2% 
Total Count 
(n/N) 
3 49 63 5 120 
% 
100% 100% 100% 100% 100% 
Table 6.19 reveals that out of 120 respondents, 65% (n=78) agreed that pain would 
incapacitate them, of whom 52.6% (n=41) completed secondary education and 41% 
(n=32) were primary school leavers, 3.8% (n=3) had not been to a formal school and 
2.6% (n=2) acquired tertiary education. These findings show that those with low 
educational background were more likely to associate pain with incapacity and this 
might also be related to the severity of pain and the types of pain they were 
experiencing. 
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Figure 6.15: Educational levels of respondents versus respondents’ beliefs that 
pain would eventually totally incapacitate them. (N=120) 
6.2.1.3.2.1   Respondents’ fear that pain might get worse by age  
Information on respondents‟ fear that pain might get worse as they grow older was 
obtained from 120 respondents as shown on Table 6.20. 
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Table 6.20: Age group of respondents versus fear that their pain might get worse 
(N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
1 6 4 1 2 0 14 
% 14.3% 16.2% 16.7% 2.6% 14.2% .0% 11.7% 
 Agree Count 
(f) 
4 16 11 9 3 1 44 
% 57.1% 43.2% 45.8% 23.7% 21.4 % 100% 36.7% 
Disagree Count 
(f) 
1 12 6 24 7 0 50 
% 14.3% 32.4% 25% 63.2% 50.0% .0% 41.7% 
Strongly 
disagree 
Count 
(f) 
1 3 3 3 2 0 12 
% 14.3% 8.1% 12.5% 7.9% 14.4% .0% 10% 
Total Count 
(n/N) 
7 37 24 37 14 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
Table 6.20 shows that out the 37 respondents aged 30-39, fifty nine percent (59.5%; 
f=22) feared that pain might get worse, while 27% (n=10) out of 37 in the age bracket 
50-59, feared that pain would get worse. Responses from those aged 50-59 show that 
although they were in pain they were hopeful that they would improve. The intensity and 
type of pain experienced might have influenced the thinking that pain would get worse, 
as depicted by those in the age group 30-39, who agreed that pain would get worse. 
These findings were supported by Tables 6.14 which indicated that 59.5% (n=22) out of 
37 respondents aged 30-39 most agreed that pain would incapacitate them. Table 6.14 
further reveals that the age group 30–39 was the most affected by numbness/tingling of 
legs. 
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Figure 6.16: Age group of the respondents versus respondents’ fear that their 
pain might get worse. (N=120) 
6.2.1.3.2.2 Respondents’ fear that pain might get worse by gender 
It was important to find out whether gender had an influence on respondents‟ fear that 
pain might get worse. Table 6.21 shows how respondents felt and 120 respondents 
shared their experience. 
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Table 6.21: Gender of the respondents versus respondents’ fear that their pain 
might get worse. (N=120) 
 Gender 
Female Male Total 
Strongly 
agree 
Count (f) 11 9 20 
% 16.7% 16.7% 16.7% 
 Agree Count (f) 32 25 57 
% 48.5% 46.3% 47.5% 
Disagree Count (f) 15 14 29 
% 22.7% 25.9% 24.2% 
Strongly 
disagree 
Count (f) 8 6 14 
% 12.1% 11.1 11.6% 
Total Count (n/N) 
 
66 54 120 
% 
 
100% 100% 100% 
Table 6.21 shows that out of 66 female respondents, 65.2% (n=43) feared that their 
pain might get worse, while 34.8% (n=23) disagreed. Out of the 54 male counterparts, 
63% (n=34) feared that pain might get worse, while 37% (n=20) of the males did not 
report such fears. However, similar percentage of males and females reported this fear 
with a difference of 2.2%. 
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Figure 6.17: Gender of the respondents versus respondents' fear that their pain 
might get worse. (N=120) 
6.2.1.3.2.3   Respondents’ fear that pain might get worse by education level 
Table 6.22 shows responses pertaining to pain and how respondents perceived their 
fears that pain might get worse. Educational background was used to determine 
responses across age brackets of respondents. All 120 respondents answered the 
related questions. 
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Table 6.22: Educational level of the respondents versus respondents fear that 
their pain might get worse (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
2 8 8 2 20 
% 66.7% 16.3% 12.7% 40% 16.7% 
 Agree Count 
(f) 
1 24 33 1 59 
% 33.3% 48.9% 52.4% 20% 49.2% 
Disagree Count 
(f) 
0 10 19 1 30 
% .0% 20.5% 30.1% 20% 25% 
Strongly 
disagree 
Count 
(f) 
0 7 3 1 11 
% .0% 14.3% 4.8% 20% 9.2% 
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Of the 63 respondents with secondary education, 65.1% (n=41) concurred that pain 
might get worse, while 35% (n=22) denied fears that their pain might get worse. Those 
with primary education were 49 of whom 65.3% (n=32) agreed that they feared that pain 
might get worse, where as 34.7% (n=17) did not report such fears. 
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Figure 6.18: Educational level of the respondents versus respondents' fear that 
their pain might get worse. (N=120) 
6.2.1.3..3.1 Respondents’ abilities to control their lives despite the pain they 
suffered by age 
There was a need to establish if respondents were able to control their lives despite the 
pain they experienced.  Age was used to compare responses from 120 respondents as 
depicted by Table 6.23. 
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Table 6:23: Age group of the respondents versus respondents’ abilities to control 
their lives despite the pain they suffer. (N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
1 2 1 2 1 0 7 
% 14.3% 5.4% 4.2% 5.3% 7.7% .0% 5.8% 
 Agree Count 
(f) 
1 5 3 3 1 0 13 
% 14.3% 13.5% 12.5% 7.9% 7.7% .0% 10.8% 
Disagree Count 
(f) 
2 11 7 8 3 0 31 
% 28.6% 29.7% 29.2% 21.1% 23.1% .0% 25.8% 
Strongly 
disagree 
Count 
(f) 
3 19 13 25 8 1 69 
% 42.8% 51.4% 54.1% 65.7% 61.5% 100% 57.5% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
According to Table 6.23, out of 120  respondents, 16.7% (n=20) from age groups 20 – 
29 years to age group 60 – 69 years concurred that they were able to control their lives 
despite the pain they were going through and 83.3%  (n=100)  disagreed that they were 
in control of their lives. These findings show the extent to which pain affected the lives 
of persons, and the accompanying dependence on caregivers for basic needs. It is also 
evident that that the impact was felt across the age continuum. These findings are 
congruent with those depicted in Table 6.13 which shows that respondents experienced 
more than one type of pain of varying intensities. Table 6.17 also reveals that out of 120 
respondents, 45% (n=54) believed that pain would incapacitate them. 
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Figure 6.19: Age group of the respondents versus respondents’ ability to control 
their lives despite the pain they suffered (N=120) 
6.2.1.3.3.2 Respondents’ ability to control their lives despite the pain they 
suffered by gender 
Gender was used to compare respondents‟ ability to control their lives despite the pain 
they suffered and 120 respondents‟ responses are depicted in Table 6.24 
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Table 6.24: Gender of the respondents versus respondents’ ability to control their 
lives despite the pain they suffer (N=120) 
 Gender 
Female Male Total 
 
 
Strongly agree 
Count (f) 6 4 10 
% 
9.1% 7.4% 8.3% 
 Agree Count (f) 10 11 21 
% 15.2% 20.4% 17.5% 
Disagree Count (f) 16 13 29 
% 24.2% 24.1% 24.2% 
Strongly disagree Count (f) 34 26 60 
% 51.5% 48.1% 50% 
Total Count (n/N) 66 54 120 
% 100% 100% 100% 
Table 6.24 shows that 75.8% (n=50) out of 66 females and 72.2% (n=39) out of 54 
males indicated that they were not in control of their lives.  Though females 
outnumbered males, the difference was slight, which suggests that both genders were 
equally affected by the pain. This constitutes 74.2% (n=89) of the 120 respondents. 
These findings revealed that most respondents were negatively affected by pain to the 
extent of being unable to run their lives like they used to do in the past. 
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Figure 6.20: Gender of the respondents versus respondents’ ability to control 
their lives despite the pain they suffered (N=120) 
6.2.1.3.3.3 Respondents’ ability to control their lives despite the pain they 
suffered by educational level 
Respondents were asked to indicate if they were able to control lives‟ events despite the 
pain they suffered. In this regard, respondents‟ educational status was used to compare 
the responses to these variables.  Table 6.25 shows the comparisons by educational 
level. 
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Table 6.25: Educational levels of the respondents versus respondents’ ability to 
control their lives despite the pain they suffered (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
0 4 4 1 9 
% .0% 8.2% 6.3% 20% 7.5% 
 Agree Count 
(f) 
0 6 6 2 14 
% .0% 12.2% 9.5% 40% 11.7% 
Disagree Count 
(f) 
0 13 19 1 33 
% .0% 26.5% 30.2% 20% 27.5% 
Strongly 
disagree 
Count 
(f) 
3 26 34 1 64 
% 100% 53.1% 53.9% 20% 53.3% 
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Out of 120 respondents, 52.5% (n=63) had secondary education and 40.8% (n=49) had 
primary education, 4.2% (n=5) tertiary education and 2.5 % (n=3) had never been to a 
formal school, of which 80.8% (n=97) of 120 respondents were reportedly not in control 
of their lives due to their pain levels.  Only 19.2% (n=23) out of 120 respondents were 
able to control their lives despite the pain they suffered. These findings are congruent 
with literature as discussed on section 3.4.1.3 that pain alters general activity level and 
hinders PLHIV from hardly doing anything for them. Furthermore, more than half, 60 %( 
n=3) of those with tertiary education have agreed that despite the pain they experience 
they are still able to control their lives. On the other hand all, 100 % ( n=3) the 
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respondents with non formal education have indicated  that they are not able to control 
their lives because of the pain they experience. 
 
 
Figure 6.21: Educational levels of the respondents versus respondents’ ability to 
control their lives despite the pain they suffered (N=120) 
6.2.1.3.4 Self-Concept 
Respondents‟ optimism about the future was cross tabulated by age, gender and 
educational level. 
6.2.1.3.4.1 Respondents’ optimism about the future by age group (N=120)   
Respondents‟ information on their optimism about the future was compared by age. 
Table 6.26 depicts the responses from 120 participants. 
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Table 6. 26: Respondents’ optimism about the future by age group (N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
1 3 2 4 3 0 13 
% 14.3% 8.1% 8.3% 10.5% 23.1% .0% 10.8% 
 Agree Count 
(f) 
1 9 3 7 2 0 22 
% 14.3% 24.3% 12.5% 18.4% 15.4% .0% 18.3% 
Disagree Count 
(f) 
2 9 7 10 3 0 31 
% 28.6% 24.3% 29.2% 26.3% 23.1% .0% 25.9% 
Strongly 
disagree 
Count 
(f) 
3 16 12 17 5 1 54 
% 42.4% 43.3% 50% 44.8% 38.4% 100 45% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
 
Table 6.26 shows that out of 120 respondents, 62.5% (n=85) across all age groups 
were hopeless about the future, and those aged 50- 59 had the highest frequency of 27 
(22.5%) respondents without hope for the future. A total of 29.1% (n=35) of the 
respondents were optimistic about the future, with the 10.0% (n=12) falling in age group 
30 -39. Only 37.5% (n= 35) respondents out of the 120 respondents have indicated that 
they are optimistic about their future. The only respondent who is aged 70+ has also 
disagreed with the statement of being optimism about the future.  
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Figure 6.22: Respondents’ optimism about the future by age group (N=120) 
6.2.1.3.4.2   Respondents’ optimism about the future by gender 
Gender was used to compare respondents‟ optimism about the future. Table 6.27 
exhibits responses from 120 interviewees. 
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Table 6.27: Respondents’ optimism about the future by gender (N=120) 
 Gender 
Female Male Total 
Strongly agree Count (f) 10 5 15 
% 15.2% 9.3% 12.5% 
 Agree Count (f) 12 11 23 
% 18.2% 20.3% 19.2% 
Disagree Count (f) 18 13 31 
% 27.3% 24.1% 25.8% 
Strongly disagree Count (f) 26 25 51 
% 39.3% 46.3% 42.9% 
Total Count 
(n/N) 
66 54 120 
% 100% 100% 100% 
Of the 66 females, 33.3% (n=22) and 29.6% (n=16) of the 54 males agreed that they 
were optimistic about the future, while 66.7% (n=44) of females and 70.4% (n=38) of the 
males indicated that they were not optimistic about the future. These findings reveal that 
most respondents 68.3% (n=82) did not expect any favourable outcome of their 
disease.  This implies that respondents had little sense of meaning in life and did not 
think that they would get better. Gender did not provide any difference pertaining to 
optimism about the future. 
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Figure 6.23: Respondents’ optimism about the future by gender (N=120) 
6.2.1.3.4.3   Expressed optimism about the future by educational level 
Respondents were also asked how they viewed the future which was cross tabulated by 
educational level. Table 6.28 shows responses from 120 participants. 
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Table 6.28: Respondents’ optimism about the future by educational level (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
0 4 5 1 10 
% .0% 8.2% 7.9% 20% 8.3% 
 Agree Count 
(f) 
0 10 6 2 18 
% .0% 
 
20.4% 9.5% 40% 15% 
Disagree Count 
(f) 
1 14 19 1 35 
% 33.3% 28.6% 30.2% 20% 29.2% 
Strongly 
disagree 
Count 
(f) 
2 21 33 1 57 
% 66.7% 42.9% 52.4% 20% 47.5% 
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Out of 120 respondents, 52.5% (n=63) had attained secondary education of whom 
82.5% (n=52) were not optimistic about the future, followed by those with primary 
education with 71.4% (n=35) who also were not expecting any favourable outcome in 
future. These findings reveal that the majority of respondents were not optimistic about 
the future and did not think that they would get better.  
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Figure 6.24: Respondents’ optimism about the future by educational level (N=120) 
6.2.1.4    MODES OF ADAPTATION 
Modes of adaptation (physiological adaptation and perceptions of disability as explained 
in sections 3.4.1.4 and 3.4.1.1 of this thesis) were cross tabulated by age, gender and 
educational level. 
6.2.1.4.1 Respondents’ beliefs that opportunistic infections would make the pain 
worse by age group 
Age was used to compare respondents‟ beliefs about opportunistic infections and how it 
could influence pain. All 120 interviewees responded as depicted in Table 6.29. 
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Table 6.29: Respondents’ beliefs that opportunistic infections would make pain 
worse by age group (N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
1 11 9 11 4 0 36 
% 14.3% 29.8% 37.5% 28.9% 30.8% .0% 30% 
 Agree Count 
(f) 
4 17 10 16 6 1 54 
% 57.1% 45.9% 41.7% 42.1% 46.1% 100% 45% 
Disagree Count 
(f) 
1 6 4 6 2 0 19 
% 14.3% 16.2% 16.7% 15.8% 15.4% .0% 15.8% 
Strongly 
disagree 
Count 
(f) 
1 3 1 5 1 0 11 
% 14.3% 8.1% 4.1% 13.2% 7.7% .0% 9.2% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
Table 6.29 shows that among the 37 respondents in the age group 30 – 39,  75.7% 
(n=28) agreed that opportunistic infections made pain worse, followed by those aged 50 
-59 years of whom 73% (n=27) agreed with this standpoint. Opportunistic infections are 
those conditions that “take advantage “ of a compromised immune system and take 
over and cause a disease (UNDP 2005; AIDS Org 2013). However, it was shown that  
among those in the same age of 30-39 years and 50-59 years, there were respondents 
who disagreed that opportunistic infections made the pain worse and these were  
24.3%(n=9) out of 37  and 28.9% (n=11) out of 38  respectively in the age groups 30 – 
39 years and 50-59 years. Respondents in the age group 60-69,76.9%(n=10) were in 
agreement that opportunistic infections would make the pain worse the same sentiment 
was also shad by the only 100% (n=1) aged 70+. 
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Figure 6.25: Respondents’ beliefs that opportunistic infections would make the 
pain worse by age group (N=120) 
6.2.1.4.2 Respondents’ beliefs that opportunistic infections would make the pain 
worse by gender 
Gender was used to compare responses pertaining to opportunistic infections and 
intensity of pain. Information was obtained from 120 respondents as depicted in Table 
6.30. 
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Table 6.30: Respondent’s beliefs that opportunistic infections would make the 
pain worse by gender (N=120) 
 Gender 
Female Male Total 
Strongly agree Count 
(f) 
19 11 30 
% 28.8% 20.4% 25% 
 Agree Count 
(f) 
23 25 48 
% 
34.8% 
46.2 
% 
40% 
Disagree Count 
(f) 
13 9 22 
% 19.7% 16.7% 18.3 
Strongly disagree Count 
(f) 
11 9 20 
% 16.7% 16.7% 16.7% 
Total Count 
(n/N) 
66 54 120 
% 100% 100% 100% 
Table 6.30 shows that most of the 66 females, 63.7% (n=42) and most of the 54 males, 
66.7% (n=36) believed that opportunistic infections made the pain worse. Those who 
disagreed that opportunistic infections made pain worse comprised 36.4% (n=24) 
females and 33.3% (n=18) males.  These findings reveal that there were both males 
and females who were not knowledgeable about the possible effects of opportunistic 
infections on the pain levels of persons suffering from HIV. 
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Figure 6.26: Respondent’s beliefs that opportunistic infections would make them 
pain worse by gender (N=120) 
6.2.1.4.3 Respondents’ beliefs that opportunistic infection would make the pain 
worse by educational level (N=120 
There was a need to explore if educational level influenced respondents‟ beliefs that 
opportunistic infections would make pain worse. Table 6.31 shows these responses by 
educational level. 
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Table 6.31: Respondents’ beliefs that opportunistic infections would make the 
pain worse by educational level (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
1 11 23 1 36 
% 33.3% 22.5% 36.5% 20% 30% 
 Agree Count 
(f) 
1 25 29 3 58 
% 33.3% 51% 46% 60% 48.3% 
Disagree Count 
(f) 
1 8 7 1 17 
% 33.3% 16.3% 11.2% 20% 14.2% 
Strongly 
disagree 
Count 
(f) 
0 5 4 0 9 
% .0% 10.2% 6.3% .0% 7.5% 
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Most of the respondents, 78.3% (n=94) agreed that opportunistic infections made the 
pain worse. 80% (n=4) of the respondents with tertiary education agreed that 
opportunistic infections made the pain worse. For those with secondary education, 
43.3% (n=52) respondents also agreed that pain was aggravated by opportunistic 
infections followed by 73.5% (n=36) of respondents with primary education and those 
with non-formal education 66.7%( f=2). 
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Figure 6.27: Respondents’ beliefs that opportunistic infections would make the 
pain worse by educational level (N=120) 
6.2.1.4.4 Effects of pain on activities of daily living  
Respondents were asked to indicate whether pain interfered with their physical activities 
or not. Table 6.32 shows the responses from 120 interviewees by age groups 
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Table 6.32: Respondents’ beliefs that pain interferes with their physical activities 
by age group (N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
2 13 8 13 5 1 42 
% 28.6% 35.1% 33.3% 34.3% 38.6% 100% 35% 
 Agree Count 
(f) 
2 11 7 10 3 0 33 
% 28.6% 29.7% 29.2% 26.1% 23.1% .0% 27.5% 
Disagree Count 
(f) 
2 12 6 11 4 0 35 
% 28.6% 32.5% 25% 28.9% 30.8% .0% 29.2% 
Strongly 
disagree 
Count 
(f) 
1 1 3 4 1 0 10 
% 14.2% 2.7% 12.5% 10.5 7.7% .0% 8.3% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100 100 100 100 100 100 100 
Out of the 120 respondents, 62.5% (n=75), agreed that pain interfered with their 
physical activities. Of these respondents, 32% (n=24) were aged 30- 39, followed by 
those in the age bracket 50-59 years with 30.6% (n=23). Those who denied interference 
of pain with physical activities were 37.5% (n=45) out of 120 respondents, with most 
33.3% (n=15) from the age group 50-59, followed by 30-39 years with 28.9% (n=13).  
 
227 
 
 
Figure 6.28: Respondents’ beliefs that pain interferes with their physical activities 
by age group (N=120) 
6.2.1.4.5    Pain and its interference with physical activities by gender  
Table 6.33 shows how gender was related to pain and interference with the physical 
activities of 120 respondents. 
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Table 6.33: Respondents’ beliefs that pain interfered with their physical activities 
by gender (N=120) 
 Gender 
Female Male Total 
Strongly agree Count (f) 22 18 40 
% 33.3% 33.3% 33.3% 
Agree Count (f) 17 15 32 
% 25.8 27.9% 26.7% 
Disagree Count (f) 18 14 32 
% 27.3 25.9% 26.7% 
Strongly disagree Count (f) 9 7 16 
% 13.6% 12.9% 13.3% 
Total Count (n/N) 66 54 120 
% 100% 100% 100% 
According to Table 6.33, out of 66 females, 59.1% (n=39) agreed that pain interfered 
with physical activities while the remaining 40.9% (n=27) denied that pain interfered with 
physical wellbeing. Out of 54 males, 61.1% (n=33) revealed that pain interfered with 
physical activity while 38.9% (n=21) were not physically affected by pain. These findings 
show that females were slightly (2.0%) more likely to be physically impaired as a result 
of pain as compared to males. 
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Figure 6.29: Respondents’ beliefs that pain would interfere with their physical 
activities by gender (N=120) 
6.2.1.4.6    Pain and its interference with physical activities by educational level 
This subsection compared respondents‟ beliefs regarding pain and its interference with 
physical activities by educational level. All 120 respondents shared their experiences as 
depicted in Table 6.34. 
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Table 6.34: Respondents’ beliefs that pain would interfere with their physical 
activities by educational level (N=120) 
 Educational Level Total 
Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
1 18 21 2 42 
% 33.3% 36.7% 33.3% 40% 35% 
 Agree Count 
(f) 
1 13 20 1 35 
% 33.3% 26.5% 31.8% 20% 29.2% 
Disagree Count 
(f) 
1 15 18 1 35 
% 33.3% 30.7% 28.6% 20% 29.2% 
Strongly 
disagree 
Count 
(f) 
0 3 4 1 8 
% .0% 6.1% 6.3% 20% 6.7% 
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
The findings show that 64.2 % (n=77) of the 120 respondents agreed that pain 
interfered with physical activities, while 35.8% (n=43) denied that pain interfered with 
physical activities.  These findings confirmed that pain interfered with walking, exercise 
and any form of movement. It also indicates that respondents had reasons to depend on 
care givers for activities of daily living. It was also revealed that 65.1%  (n=41)  out of 63 
respondents who believed that pain interfered with physical activities possessed 
secondary education, those with non-formal education, 33.3% (n=1) out of the 3 were 
the least to agree that pain interfered with physical activities. Lack of physical activity 
puts respondents at high risk of deformity and inadequate blood flow in the body, 
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predisposing them to more pain and hypostatic complications such as thrombosis and 
hypostatic pneumonia. 
 
 
Figure 6.30: Respondents’ beliefs that pain would interfere with their physical 
activities by educational level (N=120) 
6.2.1.5    Mode of adaptation: psychological 
Items which were explored were “The pain I am suffering makes me feel hopeless” and 
„My pain controls my life”. These were also cross tabulated by age, gender and 
educational background. 
6.2.1.5.1 Hopelessness 
Hope is an important component of adaptation. Table 6.35 shows respondents‟ beliefs 
that pain would make them feel hopeless by age group. 
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Table 6.35: Respondents’ beliefs that pain would make them feel hopeless by age 
group (N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
2 12 8 9 3 1 35 
% 28.6 % 32.4% 33.3% 23.7% 23.1% 100.0% 29.2% 
 Agree Count 
(f) 
3 14 12 18 7 0 54 
% 42.8% 37.8% 50.0% 47.4% 53.8% 0% 45.0% 
Disagree Count 
(f) 
1 7 2 7 2 0 19 
% 14.3% 18.9% 8.3% 18.4% 15.4% 0% 15.8% 
Strongly 
disagree 
Count 
(f) 
1 4 2 4 1 0 12 
% 14.3% 10.8% 8.3% 10.5% 7.7% 0% 10.0% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
Out of 120 respondents, 74.2% (n=89) agreed that they had lost hope because of pain, 
with those in the age bracket 50-59 in the majority with 94.7% (n=27) out of 38 in that 
cohort, followed by those aged 30-39 with 70.2% (n=26) out of 37 respondents. These 
were the two age cohorts who were at two different developmental stages and who had 
different purposes in life. The age bracket 30-39  were in the productive phase of their 
lives, and at a time they should be pursuing projects to better their lives and raise and 
care for their families, although they were ill, and being hopeful would positively affect 
their wellbeing. Out of those in the age cohort of 60-69, seventy six percent (76.9%; 
f=10) out of 13 confirmed feelings of hopelessness because of pain.  
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Those who were hopeful despite the pain they were going through comprised 25.8% 
(n=31) out of 120 respondents with cohorts 30–39 and 50–59 at 18.9% (n=7) of the 37 
respondents and 18.4% (n=4) of 38 respectively. These findings reveal that there were 
only few respondents who manifested positive adaptations to the pain they experienced.  
 
Figure 6.31: Respondents’ beliefs that pain would make them feel hopeless by 
age group (N=120) 
6.2.1.5.2 Respondents beliefs that pain would make them feel hopeless by gender 
Gender was used to compare responses regarding pain and how it affected feelings of 
hopelessness. Responses by gender are depicted in Table 6.36 and 120 respondents 
shared their views. 
 
 
 
 
234 
 
 
Table 6.36: Respondents’ beliefs that pain would make them feel hopeless by 
gender (N=120) 
 Gender 
Female Male Total 
Strongly agree Count 
(f) 
21 18 39 
% 31.8% 33.3% 32.5% 
 Agree Count 
(f) 
26 24 50 
% 39.4% 44.5% 41.7% 
Disagree Count 
(f) 
11 8 19 
% 16.7% 14.8% 15.8% 
Strongly disagree Count 
(f) 
8 4 12 
% 12.1% 7.4% 10.0% 
Total 
Count 
(n/N) 
66 54 120 
% 100% 100% 100% 
Out of 120 respondents, 74.2% (n=89) admitted that pain made them feel hopeless, and 
this issue was raised by 71.2% (n=47) out of 66 females, followed by 77.7% (n=42) of 
54 males. Those who maintained their hope despite their pain were 25.8% (n=31), 
which comprised 28.8% (n=19) females and 22.2% (n=12) males. It was revealed that 
fewer females lost hope than their male counterparts.  However, the literature revealed 
that females are more likely to tell the truth about their pain levels than males (Douaihy 
et al (2007; Swica & Beitbart 2002). Generally, with 74.2% (n=89) respondents admitting 
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hopelessness due to pain, it confirms the impact of pain on these people‟s lives, 
irrespective of gender. 
 
 
Figure 6.32: Respondents’ beliefs that pain would make them feel hopeless by 
gender (N=120) 
6.2.1.5.3 Respondents’ beliefs that pain would make them feel hopeless by 
educational level 
Educational level was also used to compare pain and feelings of hopelessness. Table 
6.37 presents responses from 120 interviewees who participated in the current study. 
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Table 6.37: Respondents beliefs that pain would make them feel hopeless by 
educational level (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
1 19 25 1 46 
% 33.3% 38.8% 39.7% 20.0% 38.3% 
 Agree Count 
(f) 
2 22 28 3 55 
% 66.7% 44.9% 44.4% 60.0% 45.8% 
Disagree Count 
(f) 
0 5 8 1 14 
% 0% 10.2% 12.7% 20.0% 11.7% 
Strongly 
disagree 
Count 
(f) 
0 3 2 0 5 
% 0% 6.1% 3.2% 0% 4.2% 
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Of the 120 respondents, 84.1% (n=101) across educational levels agreed that they lost 
hope because of experiencing pain, whereas 15.9% (n=19) had not lost hope. All those 
respondents with non-formal education (100%; n=3) believed that pain would make 
them hopeless. These findings corroborate with the earlier ones which showed that 
when respondents were compared by gender, the majority, 74.2% (n=89), confirmed 
that indeed pain made them feel hopeless, as depicted in Table 6.36. 
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Figure 6.33: Respondents’ beliefs that pain would make them feel hopeless by 
educational level (N=120) 
6.2.1.5.4 Control over life’s events and hardiness 
It was important to determine how respondents perceived their ability to control their 
lives and how they used past experiences to deal with their pain. Table 6.38 presents 
responses by age group, indicating differences and similarities across the age cohorts.   
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Table 6.38: Respondents’ beliefs that pain controls their lives versus age group 
(N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
1 11 6 11 4 0 33 
% 14.3% 29.7% 25.0% 28.9% 30.8% 0% 27.5% 
 Agree Count 
(f) 
4 18 15 22 7 1 67 
% 57.1% 48.6% 62.5% 57.9% 53.8% 100.0% 55.8% 
Disagree Count 
(f) 
1 5 2 4 2 0 14 
% 14.3% 13.5% 8.3% 10.6% 15.4% 0% 11.7% 
Strongly 
disagree 
Count 
(f) 
1 3 1 1 0 0 6 
% 14.3% 8.1% 4.2% 2.6% 0% 0% 5.0% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
Of the 120 respondents, 83.3% (n=100) agreed that pain controlled their lives, while 
16.7% (n=20) reportedly had control of their lives.   Out of the 38 respondents in the age 
group 50-59 ,86.9% (n=33) had lost control of their lives, followed by those in 37 
persons aged 30-39  of which ,21.6% (n=8) were  in control of their lives, implying that 
they were able to adapt positively to pain.  
239 
 
  
Figure 6.34: Respondents’ beliefs that pain controls their lives versus age group 
(N=120) 
6.2.1.5. Respondents’ beliefs that pain controlled their lives versus gender 
Respondents were asked to explain how much pain had affected their capacity to 
control their lives. Gender was used to compare similarities and differences among the 
120 respondents‟ replies as depicted in Table 6.39. 
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Table 6.39: Respondents’ beliefs that pain controlled their lives versus gender 
(N=120) 
 Gender 
Female Male Total 
Strongly agree Count (f) 22 19 41 
% 33.3% 35.2% 34.2% 
 Agree Count (f) 31 27 58 
% 47.0% 50.0% 48.3% 
Disagree Count (f) 9 6 15 
% 13.6% 11.1% 12.5% 
Strongly 
disagree 
Count (f) 4 2 6 
% 6.1% 3.7% 5.0% 
Total Count(n/N) 66 54 120 
% 100% 100% 100% 
Of the 120 respondents, 82.5% (n=99) concurred that pain controlled their lives, while 
17.5% (n=21) who believed that pain does not control their lives. As many as 80.3% 
(n=53) of the 66 female respondents were affected. Only 19.7% (n=13) of the females 
and 14.8% (n=8) of the males believed to be in control of their lives.   
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Figure 6.35: Respondents’ beliefs that pain controlled their lives by gender 
(N=120) 
6.2.1.3.8.3      Respondents’ beliefs that pain controlled their lives by educational 
level 
Educational level was used to compare similarities and differences among 120 
respondents across age cohorts of respondents as presented in Table 6.40.  
 
 
 
 
 
 
 
242 
 
Table 6.40: Respondents’ beliefs that pain controlled their lives by educational 
level (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
1 17 27 1 46 
% 33.3% 34.7% 42.9% 20.0% 38.3% 
 Agree Count 
(f) 
2 27 30 3 62 
% 66.7% 55.1% 47.6% 60.0% 51.7% 
Disagree Count 
(f) 
0 4 4 1 9 
% 0% 8.2% 6.3% 20.0% 7.5% 
Strongly 
disagree 
Count 
(f) 
0 1 2 0 3 
% 0% 2.0% 3.2% 0% 2.5% 
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Table 6.40 shows that out of 120 respondents, 90% (n=108) were not in control of their 
lives of whom 52.8% (n=57) possessed secondary education, followed by 40.7% (n=44) 
with primary education. These findings were supported by Table 6.10 which showed 
that 89.2% (n=107) out of 120 respondents rated their illness as being moderate to 
severe, which showed that they were not independent and relied on support from 
caregivers for performing activities of daily living. Table 6.40 also shows that 100% 
(n=3) of respondents with non-formal education believed that pain controlled their lives, 
while 80% (n=4) of those with tertiary education also believed that pain controls their 
live. 
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Figure 6.36: Respondents’ beliefs that pain controlled their lives versus 
educational level (N=120) 
6.2.1.6   Interdependence Mode  
Respondents were asked to explain the extent to which pain had affected their 
interdependence mode as discussed in sections 3.4.3.3 and 3.4.3.4. These items 
included “The attitudes of my caregivers towards me are positive” and “I have access to 
what the government offers for care at home (i.e. food, medications, counselling, and 
toilet utilities ” were cross tabulated by age, gender and educational level. 
6.2.1.6.1 Family relations and social support 
All respondents in the current study were cared for in their homes. Respondents were 
asked to share how they perceived the attitudes of their caregivers, as quality of 
caregiving could influence the outcomes of disease and the wellbeing of those being 
cared for. Responses were compared across respondents‟ age groups as depicted in 
Table 6.41. 
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Table 6.41: Respondents’ beliefs that the attitudes of their caregivers were 
positive by age group (N=120) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
5 35 22 36 13 1 112 
% 71.4% 94.6% 91.7% 94.8% 100% 100% 93.3% 
 Agree Count 
(f) 
1 1 2 1 0 0 5 
% 14.3% 2.7% 8.3% 2.6% 0% 0% 4.2% 
Disagree Count 
(f) 
1 1 0 1 0 0 3 
% 14.3% 2.7% 0% 2.6% 0% 0% 2.5% 
Strongly 
disagree 
Count 
(f) 
0 0 0 0 0 0 0 
% 0% 0% 0% 0% 0% 0% 0% 
Total Count 
(n/N) 
7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
Table 6.41 shows that out of 120 respondents, 97.5% (n=117) concurred that their 
caregivers‟ attitudes were positive, while 2.5% (n=3) indicated that their caregivers had 
negative attitudes towards them. Out of 38 respondents in the age group 50- 59, 97.4% 
(n=37) considered their caregivers to have positive attitudes towards them, followed by 
97.3% (n=36) of the 37 respondents in the age group of 30-39. These findings were 
attributed to the requirement for registration with the CHBC programme in Botswana 
which required that there had to be shared confidentiality, whereby those who tested 
HIV-positive should share their status with their caregivers. Shared confidentiality 
ensured that both caregivers and those who were cared for protected each other from 
HIV transmission. All respondents in the age category 40-49, 100% (n=24) agreed that 
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attitudes of their caregivers were positive and the respondent who was aged 70+ was 
also in agreement with the statement. 
The respondents‟ developmental stage, as depicted by their ages, indicated higher 
positive responses about caregivers‟ attitudes.  At the age of 50-59 years, respondents 
might be more likely to accept their sero-converted status and therefore less likely to 
stigmatise themselves, which could affect the relationships with their caregivers. Age 
brackets 20-29, 30-39 and 50-59 had one respondent each whose caregiver reportedly 
had negative attitudes towards the respondents. The study did not explore the reasons 
for caregivers‟ negative attitudes. 
 
Figure 6.37: Respondents’ beliefs that the attitudes of their caregivers were 
positive by age group (N=120) 
6.2.1.6.2 Respondents’ beliefs that the attitudes of their caregivers were positive 
by gender 
The gender of respondents was explored to determine if it contributed to the attitudes of 
caregivers. Table 6.42 presents responses by gender from 120 respondents. 
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Table 6.42: Respondents’ beliefs that the attitudes of their caregivers were 
positive by gender (N=120) 
 Gender 
Female Male Total 
Strongly agree Count (f) 62 50 112 
% 93.9% 92.6% 93.3% 
 Agree Count (f) 3 2 5 
% 4.6% 3.7% 4.2% 
Disagree Count (f) 1 2 3 
% 1.5% 3.7% 2.5% 
Strongly 
disagree 
Count (f) 0 0 0 
% 0% 0% 0% 
Total Count (n/N) 66 54 120 
% 100% 100% 100% 
 
Out of the 120 respondents, 97.5% (n=117) maintained that the attitudes of their 
caregivers were positive of whom 98.5% (n=65) were females, and 96.3% (n=52) were 
males.  Only 2.5% (n=3) out of 120 respondents indicated that the attitudes of their 
caregivers were negative, comprising one female and two males.  No significant 
differences were determined between male and female respondents‟ attitudes of their 
caregivers, although slightly more males than females reported negative attitudes. 
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Figure 6.38: Respondents’ beliefs that the attitudes of their caregivers were 
positive by gender (N=120) 
6.2.1.6.3 Respondents’ beliefs that the attitudes of their caregivers were positive 
versus educational level (N=120) 
Educational background was explored as to how it contributed to differences and 
similarities in respondents‟ beliefs concerning the attitudes of their caregivers. Table 
6.43 shows responses by education level in relation to attitudes of their caregivers.  
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Table 6.43: Respondents’ beliefs that the attitudes of their caregivers were 
positive by educational level (N=120) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count (f) 0 46 61 5 112 
% 0% 93.9% 96.8% 100% 93.3% 
 Agree Count (f) 1 2 2 0 5 
% 33.3% 4.1% 3.2% 0% 4.2% 
Disagree Count (f) 2 1 0 0 3 
% 66.6% 2% 0 % 0% 2.5% 
Strongly 
disagree 
Count (f) 0 0 0 0 0 
% 0% 0% 0% 0% 0% 
       
Total Count 
(n/N) 
3 49 63 5 120 
% 100% 100% 100% 100% 100% 
When asked about the attitudes of their caregivers, a total of 97.5% (n=117) 
respondents agreed that attitudes of their caregivers were positive. All respondents who 
had secondary education (100.0%; n=63) and 98.0% (n=48) of those with primary 
education reported that their caregivers had positive attitudes towards them.  Those 
respondents‟ whose caregivers‟ attitudes were reportedly negative, comprised 7% (n=2) 
with non-formal education and 0.8% (n=1) with primary education. 
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Figure 6.39: Respondents’ beliefs that the attitudes of their caregivers were 
positive versus s educational level (N=120) 
6.2.1.6.4 Health promotion  
CHBC programme provides care and services to patients such as food, medications, 
counselling, and toilet utilities. Respondents were asked to indicate their access to 
CHBC package.  
6.2.1.6.4.1 Access to home based care packages by age 
Table 6.44 presents‟ responses 120 respondents indicating what it was provided 
through CHBC by age groups. 
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Table 6.44: Age group of the respondents versus respondents' opinion on 
whether they have access to what the government offers for care at home. 
(N=120) 
 Age Group Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 3 21 18 31 9 1 83 
% 42.9% 56.8% 75.0% 81.6% 69.2% 100% 69.2% 
 Agree Count 4 14 5 7 4 0 34 
% 51.1% 37.8% 20.8% 18.4% 30.8% 0% 28.3% 
Disagree Count 0 2 1 0 0 0 3 
% 0% 5.4% 4.2% 0% 0% 0% 2.5% 
Strongly 
disagree 
Count 0 0 0 0 0 0 0 
% 0% 0% % 0% 0% 0% 0% 
Total Count 7 37 24 38 13 1 120 
% 100% 100% 100% 100% 100% 100% 100% 
Table 6.44 shows that out of 120 respondents, 97.5% (n=117) indicated that they had 
access to commodities provided for CHBC patients such as food, medications, 
counselling, and toilet utilities. The findings shows that majority benefited from the 
programmes in terms of materials and counselling services, while 2.5 % (n=3) did not 
have access to the commodities. According to the Botswana national HIV & AIDS 
treatment guidelines of 2012, for one to have access to the full package, referral for 
social support services is done, for them to determine the need. 
All the respondents  in the following age groups had access to the commodity; 20-29, 
50-59, 60-60 and 70+ followed by 40-49 age group  with 95.8% (n=23) out of 38 and 30 
-39 with 94.6% (n=35) out of 37. These findings indicate that though all patients could 
access the packages but they were those who did not get all the commodities after 
assessment by social workers. 
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Figure 6.40: Age group of the respondents versus respondents' opinion on 
whether they have access to what the government offers for care at home. 
(N=120) 
6.2.1.6.4.2 Respondents by gender on whether they have access to what the 
government offers for care at home 
Table 6.45 presents responses of access to CHBC commodities by gender from 120 
respondents. 
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Table 6.45: Gender of the respondents versus respondents opinion on whether 
they have access to what the government offers for care at home (N=120) 
 Gender 
Female Male Total 
Strongly 
agree 
Count 45 38 83 
% 68.2% 70.4% 69.2% 
 Agree Count 20 14 34 
% 30.3 25.9% 28.3% 
Disagree Count 1 2 3 
% 1.5% 3.7% 2.5% 
Strongly 
disagree 
Count 0 0 0 
% 0% 0% 0% 
Total Count 66 54 120 
% 100% 100% 100% 
When compared by gender, it was shown that 98.5% (n=65) of females and 96.3% 
(n=52) males agreed that they had access to what was provided to CHBC patients. The 
findings show that females surpasses males by 2.5% (n=3) respondents out of 120 who 
did not have access to the package. These findings are consistent with Table 6.44 
which depicts that 2.5% (n=3) disagreed that they had access to the package offered to 
CHBC patients. 
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Figure 6.41: Gender of the respondents versus respondents’ opinion on whether 
they have access to what the government offers for care at home. (n=120) 
6.2.1.4.6.3 Educational level of respondents on whether they have access to what 
the government offers for care at home 
A total of 120 respondents shared their opinion on level of access to commodities and 
services offered to CHBC patients.  
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Table 6.46: Educational level of the respondents versus respondents’ opinion on 
whether they have access to what the government offers for care at home. 
(n=120) 
 Educational Level Total 
Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 0 38 41 4 83 
% 0% 77.6% 65.1% 80.0% 69.2% 
 Agree Count 2 10 21 1 34 
% 66.7% 20.4% 33.3% 20.4% 28.3% 
Disagree Count 1 1 1 0 3 
% 33.3% 2.0% 1.6% % 2.5% 
Strongly 
disagree 
Count 0 0 0 0 0 
% 0% 0% 0% 0% 0% 
Total Count 3 49 63 5 120 
% 100% 100% 100% 100% 100% 
Table 6.46 depicts that out of 97.5% (n=117) who agreed that they received 
commodities and services out of 120, 2.5% (n=3) did not agree to be getting the offer. 
Out of three who did not have access to what was offered, one had never been to 
school, one had primary education and one with secondary education. The findings 
show that educational level does determine access to what was offered to respondents. 
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Figure 6.42:  Educational level of the respondents versus respondents’ opinion 
on whether they have access to what the government offers for care at home. 
(n=120 
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6.2.1.6.5: Correlation of respondents’ income adequacy versus their opinion on 
whether they have access to what the government offers for care at home  
Respondents‟ income adequacy and their opinion on access to what government 
offered was cross tabulated as depicted in Table 6.47.  
Table 6.47: Cross tabulation of income adequacy versus respondents’ opinion on 
whether they have access to what the government offers for care at home 
 Income Adequacy 
Sufficient Barely 
Adequate 
Total 
Inadequate 
Total 
Strongly 
agree 
Count 5 17 61 83 
% 23.8% 63% 84.7% 69.2% 
 Agree Count 14 9 11 34 
% 66.7% 33.3% 15.3% 28.3% 
Disagree Count 2 1 0 3 
% 9.5% 3.7% 0% 2.5% 
Strongly 
disagree 
Count 0 0 0 0 
% 0% 0% 0% 0% 
Total Count 21 27 72 120 
% 100% 100% 100% 100% 
 
A relationship exists between income adequacy and access to commodities offered for 
CHBC patients.   Table 6.47  indicates that 100 %  (n=72) of the respondents reporting 
inadequate income have agreed that they have access to what the government offers 
for care at home. On the other hand 66.7 % (n=2) of those who disagreed to have 
access to what the government offers for care at home have sufficient income. One of 
the roles of CHBC is to refer patients to social welfare services for nutritional and 
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psychosocial support (Botswana Ministry of Health 2012:145). The social welfare 
officers are responsible for assessing patients who need additional assistance such as 
food, and those with inadequate incomes benefit more than those with adequate 
standard of living. 
Poverty is a major challenge facing PLHIV.  As discussed in section 3.3.2.1.4 literature 
indicates that there are limited resources availed for patients on long term care. The 
study by Phaladze et al (2005) maintained that government policies neglect the plight of 
PLHIV and they end up having no money to buy pain medication. Sukati et al 
(2005:186) also lamented limited resources for PLHIV. 
6.2.1.7   Role Function 
It was important to establish how much of their roles respondents were able to perform. 
Role function is discussed in section 3.4.3.2 of this thesis. Items discussed were “Pain 
isolates me from other people” and “My state of pain embarrasses me” which were also 
corroborated with age, gender and educational level.  
6.2.1.7.1   Performance of social and recreational activities 
Table 6.48 presents responses cross tabulated by age pertaining to being isolated from 
other people as a result of pain. One client refused to respond who was in the age 
group 20-29. 
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Table 6.48: Pain isolates me from other people versus age groups (n=119) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
2 12 10 27 5 0 56 
% 33.3% 32.4% 41.7% 71.1% 38.5% 0% 47.1% 
 Agree Count 
(f) 
3 24 13 11 8 1 60 
% 50% 64.9% 54.2% 28.9% 61.5% 100% 50.4% 
Disagree Count 
(f) 
1 1 1 0 0 0 3 
% 16.7% 2.7% 4.1% 0% 0% 0% 2.5% 
Strongly 
disagree 
Count 
(f) 
0 0 0 0 0 0 0 
% 0%0 0% 0% 0% 0% 0% 0% 
Total Count 
(n/N) 
6 37 24 38 13 1 119 
% 100% 100% 100% 100% 100% 100% 100% 
Table 6.48 shows that out of 119 persons who responded to this question, in age 
groups 50-59, 100% (n=38) agreed followed by 30-39  with 97.3% (n=36) agreeing that 
pain isolated them from other people. From the earlier information, it was shown that 
these two age cohorts were the ones most affected by complications and were as a 
result more often home bound than respondents from the other age groups, preventing 
or limiting interactions with community members. Three respondents disagreed that 
they were isolated. These findings also imply those respondents‟ roles in community 
participation declined because of ill health; probably performing fewer social and 
recreational activities further leading to social isolation. 
These findings are congruent with arguments in sections 3.5.2.2 and 3.6.3 by Phaladze 
et al (2005:121) and Andreasson and Berglund (2011:5) that PLHIV are often too sick to 
259 
 
perform normal duties. The same authors further indicated that PLHIV were stigmatised 
in the communities where they live because of their HIV status and they ultimately 
experience social isolation. 
 
Figure 6.43: Respondents perception that “Pain isolates me from others” versus 
age groups (n=119) 
6.2.1.7.2   Pain and social isolation by gender  
Table 6.49 presents information on pain and isolation cross tabulated by gender.  A total 
of 119 respondents participated comprising 65 females and 54 males. 
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Table 6.49 Pain isolates me from other people by gender (n=119) 
 Gender 
Female Male Total 
Strongly agree Count 
(f) 
29 27 56 
% 44.6% 50% 47.1% 
 Agree Count 
(f) 
34 26 60 
% 52.3% 48.1% 50.4% 
Disagree Count 
(f) 
2 1 3 
% 3.1% 1.9% 2.5 
Strongly disagree Count 
(f) 
0 0 0 
% 0% 0% 0% 
Total Count 
(n/N) 
65 54 119 
% 100% 100% 100% 
Table 6.49 shows that out of 119 respondents, 54.62% (n=65) were females and 97% 
(n=63) revealed that pain isolated them from other people. Of the 54 males, 98% (n=53) 
revealed that pain isolated them. Low frequencies of 1.7% (n=2) females and 0.8% 
(n=1) male denied isolation from the society. These findings show that respondents 
were generally  sick as depicted on Table 6.10 which showed that 53%  (n=64) of the 
119 who answered this question, were moderately ill while 36.1% (n=43) were severely 
ill as rated by the respondents themselves. 
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Figure 6.44: Respondents’ perception that “Pain isolates me from other people” 
by gender (n=119) 
6.2.1.7.3   Pain and social isolation by educational level  
Educational levels were used to compare pain and how it related to social isolation. 
Table 6.50 exhibits responses from 119 PLHIV as one respondent did not answer this 
question. 
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Table 6.50: Pain isolates me from other people by educational level (n=119) 
 Educational Level Total 
 Non Formal Primary Secondary Tertiary  
Strongly 
agree 
Count (f) 1 17 36 2 56 
% 33.3% 34.7% 58.1% 40% 47.1% 
 Agree Count (f) 2 32 25 1 60 
% 66.7% 65.3% 40.3% 20% 50.4% 
Disagree Count (f) 0 0 1 2 3 
% 0% 0% 1.6% 40% 2.5% 
Strongly 
disagree 
Count (f) 0 0 0 0 0 
% 0% 0% 0% 0% 0% 
Total Count 
(n/N) 
3 49 62 5 119 
% 100% 100% 100% 100% 100% 
Table 6.50 shows that out of 119 respondents, 51.3% (n=61) with secondary education 
followed by 41.2% (n=49) with primary education agreed that they were isolated from 
other people because of the pain they were experiencing, while only 0.8% (n=1) with 
secondary education and 1.7% (n=2) with tertiary education were not isolated. Those 
with higher educational probably had more survival skills than those with low 
educational background as they had access to various sources of information to 
empower themselves. 
These findings are supported by Borrel et al (2006), Collazos, Azensi, Carton and Ibarra 
(2009:519) and Jarrin et al (2007) who studied how educational background informed 
outcomes of living with HIV. The authors found that those with low or no education had 
higher morbidity and mortality rates than those who obtained higher education levels. It 
was further revealed that low educational background is associated with high HIV 
transmission because of a lack of knowledge of HIV prevention and an inability to 
access HIV services. 
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Figure 6.45: Pain isolates me from other people by educational level (n=119 
6.2.1.8 Low morale resulting from pain 
Respondents were asked to state if pain caused embarrassment which was also cross 
tabulated by age, gender and educational level.  
6.2.1.8.1 Embarrassment resulting from pain by age 
Table 6.51 presents responses from 119 respondents, with one having declined to 
participant as he felt uncomfortable with answering the question. 
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Table 6.51: My pain embarrasses me versus age groups (n=119) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
3 25 15 34 4 0 81 
% 42.9% 69.4% 62.5% 89.5% 30.8% 0% 68.1% 
 Agree Count 
(f) 
3 9 9 4 6 1 32 
% 42.9% 25% 37.5% 10.5% 46.2% 100% 26.9% 
Disagree Count 
(f) 
1 2 0 0 3 0 6 
% 14.2% 5.6% 0% 0% 23.0% 0% 5.0% 
Strongly 
disagree 
Count 
(f) 
0 0 0 0 0 0 0 
% 0% 0% 0% 0% 0% 0% 0% 
Total Count 
(n) 
7 36 24 38 13 1 119 
% 100% 100% 100% 100% 100% 100% 100% 
Respondents indicated that pain embarrassed them, and this was true for 95% (n=113) 
of the 119 who responded to the question, within the age group 50-59 at 100% (n=38) 
followed by age group 30-39 years at 94.4% (n=34) respondents and 5.0 % (n=6) 
respondents who were not embarrassed by the pain. Respondents who disagreed that 
they were embarrassed by the pain were 5.0% (n=6), 50% (n=3) of them were in the 
age group 60-69. As depicted in Table 6.14, the common pain and symptoms 
experienced by the age cohort 60-69, was headaches with 30% (n=3) followed by chest 
pains with 16.7% (n=6). Table 6.15 further reveals that 57% of females and 43% had 
lost weight which also contributed to pain as alluded to in Table 6.13 which shows that 
respondents experienced more than one type of pain. 
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Figure 6.46: My pain embarrasses me versus age groups (n=119) 
6.2.1.8.2 Pain embarrassment by gender 
Table 6.52 exhibits responses on embarrassment by pain cross tabulated by gender 
from 119 respondents. One female declined to respond to the question.  
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Table 6.52: Pain embarrasses me by gender (n=119) 
 Gender 
Female Male Total 
Strongly agree Count (f) 43 38 81 
% 66.1% 70.4% 68.1% 
 Agree Count (f) 18 14 32 
% 27.7% 25.9% 26.9% 
Disagree Count (f) 4 2 6 
% 6.2% 3.7% 5.0% 
Strongly disagree Count (f) 0 0 0 
% 0% 0% 0% 
Total Count (n) 65 54 119 
% 100% 100% 100% 
Table 6.52 exhibits responses from 119 respondents (65 females and 54 males).  As 
many as 93.9% (n=61) of the females agreed that pain was embarrassing to them while 
96.3% (n=52) of the males agreed that pain caused embarrassment. These findings 
provide the same picture as the one depicted by Table 6.48, indicating that most 
respondents were not able to assume normal role functions because of ill health and the 
accompanying pains. However, attitudes of caregivers did not contribute to the situation 
as most caregivers were supportive as depicted in Table 6.43. Respondents  in the 
current study seemed not socially isolated as argued earlier by Phaladze et al 
(2005:121) and Andreasson and Berglund (2011:5) that PLHIV experienced social 
isolation as they were stigmatized and were unable to participate in routine functions 
because of ill health and the accompanying pain. 
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Figure 6.47: My pain embarrasses me versus gender (n=119) 
6.2.1.8.3 Pain and embarrassment   by educational level. 
It was also important to determine   the relationship between pain, embarrassment and 
educational background. Table 6.53 depicts responses from 119 PLHIV who answered 
the question. 
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Table 6.53: My pain embarrasses me by educational level (n=119) 
 Educational Level Total 
Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
2 34 44 1 81 
% 66.7% 70.8% 69.8% 20% 68.1% 
 Agree Count 
(f) 
1 13 16 2 32 
% 33.3% 27.1% 25.4% 40% 26.9% 
Disagree Count 
(f) 
0 1 3 2 6 
% 0% 2.1% 4.8 % 40% 5% 
Strongly 
disagree 
Count 
(f) 
0 0 0 0 0 
% 0% 0% 0% 0% 0% 
Total Count 
(n) 
3 48 63 5 119 
% 100% 100% 100% 100% 100% 
Out of 119 respondents, 95% (n=113) concurred that pain embarrassed them while 5% 
(n=6) were not embarrassed by pain. Most of the 63 respondents with secondary 
education (95%; f=60), and 98% (n=47) out of 48 with primary education agreed that 
they had been embarrassed by their pain. Table 6.51 shows that those in the age group 
60-69 were the most who felt l embarrassed by the pain with  23.0% (n=3) out of 13.  
Table 6.14, further indicates that the common pain and symptoms experienced by the 
age cohort 60-69, was headaches with 30% (n=3) followed by chest pains with 16.7% 
(n=6).  
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Figure 6.48: Embarrassment caused by pain cross-tabulated with educational 
level (n=119) 
6.2.1.9 RESPONDENTS’ ADAPTIVE AND INEFFECTIVE BEHAVIOURS 
Respondents were asked questions to identify their adaptive and ineffective behaviours 
as discussed in section 3.5 of this thesis. The two items that were chosen were “When I 
am in pain I think of positive things‟ and “When I am in pain I tend to become angry 
towards others and life”. These items were cross tabulated by age, gender and 
educational background. 
6.2.1.9.1 Positive thinking by age 
Positive thinking was an important factor for promoting adaptation. Respondents were 
asked to indicate if they were able to think positively when in pain. Table 6.54 shows the 
replies from 119 respondents, as one respondent in the age category 50-59 did not 
attempt to answer this question. 
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Table 6.54: When I am in pain I keep my thinking positive versus age groups 
(n=119) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
1 2 1 0 0 0 4 
% 14.3% 5.4% 4.2% 0% 0% 0% 3.4% 
 Agree Count 
(f) 
3 16 13 16 6 0 54 
% 42.8% 43.2% 54.3% 43.2% 46.2% 0% 45.4% 
Disagree Count 
(f) 
1 13 8 17 5 1 45 
% 14.3% 35.1% 33.3% 45.9% 38.4% 100% 37.8% 
Strongly 
disagree 
Count 
(f) 
2 6 2 4 2 0 16 
% 28.6% 16.2% 8.3% 10.9% 15.4% 0% 13.4% 
Total Count 
(n) 
7 37 24 37 13 1 119 
% 100% 100% 100% 100% 100% 100% 100% 
Positive thinking in time of sickness affects health status positively. In the present study, 
51.2% (n=61) out of 119 respondents indicated that they did not think positively when in 
pain, while 48.8% (n=58) explained that they kept thinking of positive things when in 
pain.  The respondent in the age cohort 70+, 100% (n=1) disagreed with the statement 
that when in pain they think positively, followed by those in the age cohort 50-59 with 
56.8% (n=21). 
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Figure 6.49: When I am in pain I keep my thinking positive versus age groups 
(n=119) 
6.2.1.9.2   Positive thinking by gender 
Table 6.55 presents what 119 respondents said about positive thinking cross tabulated 
by gender. One female did not participate for fear of hurting her feelings by talking about 
her condition. 
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Table 6.55: When I am in pain I keep my thinking positive by gender (n=119) 
 Gender 
Female Male Total 
Strongly agree Count 
(f) 
3 1 4 
% 4.6% 1.9% 3.4% 
 Agree Count 
(f) 
31 23 54 
% 47.7% 42.6% 45.4 
Disagree Count 
(f) 
21 24 45 
% 32.3% 44.4% 37.8% 
Strongly disagree Count 
(f) 
10 6 16 
% 15.4% 11.1% 13.4% 
Total Count 
(n) 
65 54 119 
% 100% 100% 100% 
Out of the 119 respondents, 52.3% (n=34) of the 65 females agreed that they thought of 
positive things when in pain followed by 44.4% (n=24) out of 54 males, and in total 
48.7% (n=58) of the 119 used positive thinking as a way of controlling pain. These 
findings are supported by Table 6.21 which shows a difference of 2.2% between males 
and females pertaining to fears that pain might get worse, though Table 6.55 shows a 
difference of 7.9%. Table 6.18 also shows slight difference of 39.4% females over 
38.9% who agreed that pain would affect them negatively. However, Table 6.36 
indicates that 74.2% (=89) admitted to be feeling hopeless due to pain, irrespective of 
gender. 
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Figure 6.50: Employing positive thoughts when in pain cross-tabulated by gender 
(n=119) 
6.2.1.9.3   Positive thinking and educational background 
Table 6.56 presents responses from 119 PLHIV who participated in the study. 
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Table 6.56: When I am in pain I keep my thinking positive by educational level 
(n=119) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count 
(f) 
0 1 1 2 4 
% 0% 2.0% 1.6% 40.0% 3.4% 
 Agree Count 
(f) 
1 24 27 2 54 
% 50% 49.0% 42.9% 40.0% 45.4% 
Disagree Count 
(f) 
1 18 25 1 45 
% 50.0% 36.7% 39.6% 20% 37.8% 
Strongly 
disagree 
Count 
(f) 
0 6 10 0 16 
% 0% 12.2% 15.9% 0% 13.4% 
Total Count 
(n) 
2 49 63 5 119 
% 100% 100% 100% 100% 100% 
Of the 119 respondents, 55.6 % (n=35) of the 63 with secondary education followed by 
49% (n=24) of 49 with primary education explained that they did not think of positive 
things when in pain. Positive thinking when in pain was practised by 44.4% (n=28) out 
of 63 with secondary education and 51.1% (n=25) out of 49 with primary education. 
These findings suggest that the level of education probably did not influence 
respondents‟ adoption of positive thinking, and this was related to the pain intensity that 
respondents were experiencing. 
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Figure 6.51: When I am in pain I keep my thinking positive by educational level 
(n=119) 
6.2.1.10   Pain and anger 
Responses from 119 PLHIV were cross tabulated by age, gender and educational 
background pertaining to their experiences of pain and anger. 
6.2.1.10.1 Pain and anger by age 
Table 6.57 depicts responses on pain and anger towards others from 119 respondents 
cross tabulated by age. 
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Table 6.57: When I am in pain I tend to become angry towards others and life 
versus age groups (n=119) 
 Age Group 
Total 
20-29 30-39 40-49 50-59 60-69 70+ 
Strongly 
agree 
Count 
(f) 
2 10 7 6 4 0 29 
% 28.6% 27% 30.4% 16.2% 30.8% 0% 24.6% 
 Agree Count 
(f) 
3 23 15 31 6 1 79 
% 42.9% 62.2% 65.2% 83.8% 46.2% 100% 66.9% 
Disagree Count 
(f) 
1 3 1 0 2 0 7 
% 14.3% 8.1% 4.3% 0% 15.4% 0% 5.9% 
Strongly 
disagree 
Count 
(f) 
1 1 0 0 1 0 3 
% 14.3% 2.7% 0% 0% 7.7% 0% 2.5% 
Total Count 
(n) 
7 37 23 37 13 1 119 
% 100% 100% 100% 100% 100% 100% 100% 
Table 6.57 shows that of the 119 respondents, 90.8% (n=108) agreed that they became 
angry with others when in pain, with all 100% (n=37) respondents in the age category 
50-59, followed by 89.2% (n=33) in the age group 30- 39. Ten (8.4%) explained that 
they did not become angry with anybody. These findings are similar to the earlier 
findings depicted in Table 6.54 which showed that   51.2% % (n=61) out of 119 
respondents indicating that they did not think positively things in pain.  
Table 6.57 further shows that 95.6% (n=22) out of 23 respondents in the 40-49 age 
category agreed that they tend to become angry towards others and life when in pain, 
and 100% (n=37) of respondents in the age group 50-59 also agreed with the 
statement.  
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Figure 6.52: When I am in pain I tend to become angry towards others and life 
versus age groups (n=119) 
6.2.1.10.2 Pain and anger by gender 
Information on pain and anger was cross tabulated by gender and Table 6.58 presents 
responses from 119 respondents. 
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Table 6.58: When I am in pain I tend to become angry towards others and life by 
gender (n=119) 
 Gender 
Female Male Total 
Strongly agree Count 
(f) 
23 6 29 
% 35.4% 11.3% 24.6% 
 Agree Count 
(f) 
39 40 79 
% 60% 75.5% 66.9% 
Disagree Count 
(f) 
2 5 7 
% 3% 9.4% 5.9% 
Strongly 
disagree 
Count 
(f) 
1 2 3 
% 1.5% 3.8% 2.5% 
Total Count 
(n) 
65 53 119 
% 100% 100% 100% 
Out of the 119 respondents 108 (90.8%) agreed that they became angry towards other 
people when in pain, of whom 62 (57.4%) were females and 46 (42.6%) were males.  
These findings show that of 119 52.1% (n=62) females were  showing anger when in 
pain, and this was attributed to the intensities and pain types they were experiencing as 
depicted on Table 6.16 which showed that respondents experienced various types of 
pain syndromes with 52% (n=13) reporting chronic pains and 48% (n=12) out of 25 
respondents reporting acute pains. Table 6.18 also revealed that out of 66 females, 
39.4% (n=26) believed that pain would eventually incapacitate them, as opposed to 
38.9% (n=21) out of 54 males.  
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Figure 6.53: When I am in pain I tend to become angry towards others and life by 
gender (n=119) 
6.2.1.10.3 Pain and anger by educational background 
Educational background was used to compare pain and anger among respondents as 
depicted in Table 6.59 
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Table 6.59: When I am in pain I tend to become angry towards others and life by 
educational level (n=119) 
 Educational Level 
Total Non 
Formal 
Primary Secondary Tertiary 
Strongly 
agree 
Count (f) 0 15 12 2 29 
% 0% 31.3% 19.4% 40% 24.6% 
 Agree Count (f) 2 31 46 0 79 
% 66.7% 64.6% 74.2% 0% 66.9% 
Disagre
e 
Count (f) 1 1 3 2 7 
% 33.3% 2% 4.8% 40% 5.9% 
Strongly 
disagree 
Count (f) 0 1 1 1 3 
% 0% 2% 1.6% 20% 2.5% 
Total Count 
(n) 
3 48 62 5 118 
% 100% 100% 100% 100% 100% 
Table 6.59 exhibits responses from 118 PLHIV with regard to whether they become 
angry towards others when in pain. Respondents who concurred that they became 
angry towards other people when in pain were represented by 93.5% (n=58) within the 
secondary education group and 95.8% (n=46) within the primary education. Overall, 
8.4% (n=10) respondents did not demonstrate   anger when in pain. These findings 
reveal that 91.5% (n=108) of respondents   exhibited ineffective adaptive behaviours. 
These findings are similar to ones depicted by Table 6.56 which showed that 
educational level did not influence adoption of effective behaviour. 
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Figure 6.54: When I am in pain I tend to become angry towards others and life by 
educational level (n=119) 
6.2.1.3.11. ADDITIONAL INFORMATION RELATED TO PAIN  
There were four open ended questions about factors that precipitate pain: strategies 
employed to relieve pain, consultation with private medical practitioners, circumstances 
that lead to private practitioner consultations and suggested interventions to improve 
pain management. The data were analysed through SPSS version 15.0. Responses to 
the open ended questions had some common themes and categories were developed.  
6.2.1.3.11.1 Factors that precipitated pain 
Respondents were asked to state what caused pain. Not all respondents attempted to 
answer the open ended question and 107 (89.2%) out of 120 respondents participated. 
Thirteen (83.3%) respondents refused to answer. Table 6.60 shows factors that 
precipitated pain. 
 
 
282 
 
Table 6.60:  Factors that precipitated pain (n=107) 
Factors Frequency(f)  Percentage (%) 
Walking and touching 38 35.5 
Pain starts on its own 30 28.0 
Coughing 25 23.5 
Eating and drinking 4 3.7 
Loneliness and stigma 3 2.8 
Sitting for a long time 3 2.8 
Stress 3 2.8 
Dry sores 1 0.9 
Total (n) 107 100 
Respondent were asked to come up with factors that precipitate pain and Table 6.60 
provides single responses. Table 6.60 shows that of the 107 respondents, 35.6% (n=38) 
indicated that walking and touching precipitated pain, while 28% (n=30) explained that 
pain started on its own and 23.4% (n=25) stated that coughing precipitated pain. The 
HIV affected the neurons, more especially in the peripheries, resulting in neuritis and an 
increased sensitivity to touch (International Association for the Study of Pain 2010; 
Jose, Saravu, Jimmy and Shastry 2007). These findings are consistent with the earlier 
findings depicted in Table 6.13 which show that 38.9% (n=14) of the 36 respondents 
who experienced severe chest pains were precipitated by coughing. Painful joints and 
muscle aches were also prevalent in PLHIV (40.0%%; f= 48) as depicted by Table 6.13. 
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Figure 6.55: Factors that precipitate pain (n=107) 
6.2.1.3.11.2 Knowledge of pain management  
Respondents were asked to outline strategies they used to relieve pain. Not all 
respondents attempted the question as explained in section 6.2.1.3.11.1. Table 6.61 
presents responses from 116 PLHIV who responded to this item.                                                    
Table 6.61:  Interventions that reduce pain (n=116) 
Interventions Frequency(f)  Percentage (%) 
Pain stops on its own 75 64.7 
Pain medications 23 19.8 
Warm water and salt 9 7.7 
Physiotherapy 6 5.1 
Good posture 3 2.6 
Total (n) 116 100 
There are many Interventions employed by respondents to reduce pain. Each 
respondent came up with a single intervention that they think works for them. This 
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included pain medications, warm salty water and physiotherapy. Adopting a good 
posture was also reported to be reducing pain. However, many respondents, 64.7% 
(n=75) revealed that pain stopped on its own. This implies that respondents had nothing 
much that they could do to control pain. Those who used pain medications were 19.8% 
(n=23), and 5.1% (n=6) were able to have their pain reduced through physiotherapy.  
The findings generally revealed inadequate pain management alluded to in the literature 
review for PLHIV (Ebirim & Otokwala 2013, Nair, Mary, Prarthana & Harrison 2009; 
McCormack, Zarowny & Singer 1993). This also shows that respondents suffered 
moderate to severe pain alluded to in Table 6.13 without any effective treatment. Tables 
6.13 and 6.16 revealed that out of 47 respondents, 53.3% (n=26) suffered pains which 
were chronic in nature. 
 
Figure 6.56: Interventions that reduce pain (n=116) 
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6.2.1.3.11.3: Correlation of interventions used by respondents used to reduce 
pain by gender 
Table 6.62 shows cross tabulation of   interventions used by respondents to reduce pain 
by gender.  
Table 6.62: Gender of the respondents versus interventions used to reduce pain 
(n=116) 
Interventions used to reduce pain Gender 
Female Male Total 
Pain stops  on its 
own 
 
Count 39 36 75 
% 60.0% 70.6% 64.7% 
Warm water and 
salt 
Count 6 3 9 
% 9.2% 5.9% 7.8% 
Painkillers 
 
Count 16 7 23 
% 24.6% 13.7% 19.8% 
Physiotherapy Count 3 3 6 
% 4.6% 5.9% 5.2% 
Good posture Count 1 2 3 
% 1.5% 3.9% 2.3% 
Total Count 65 51 116 
% 100% 100% 100% 
Table 6.62 shows that out of 116 respondents who employed various strategies to 
reduce pain, 64.7% (n=75) reported that pain stops on its own, while 19.8%% (n=23) 
took pain medications. Other strategies were warm water and salt used by 7.8% (n=9), 
physiotherapy 5.2% (n=6) and good posture 2.3% (n=3). This findings reveal that most 
of the pains suffered by respondents  were not treated adequately despite the findings  
depicted in Tables 6.13 and 6.16 which indicated  that out of 47 respondents, 53.3% 
(n=26) suffered pains which were chronic in nature. 
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The findings also show that more males 70.6% (n=36) concurred that their pain stopped 
on their own, compared to 60.0% (n= 39) of females. However these findings show that 
more women 24.6 % (n=16) took pain medications than their male counterparts 13.7% 
(n=7) which may imply that females experienced more severe pains than males.  Berkly 
(1997) cited in Stellenberg & Bruce 2007:643; Christensen & Cockrow 2011:395) who 
maintained that women are more likely to report pain more than males because of lower 
pain threshold. According to Swica and Breitbart (2002) and Doualhy et al (2007) 
women experience pains of high intensity because of opportunistic infections and 
gynaecological conditions.   
 
Figure 6.57: Gender of the respondents versus interventions used to reduce pain 
(n=116) 
6.2.1.3.11.4 Consultations with private medical practitioners 
Respondents were also asked to indicate if they have consulted private medical 
practitioners.  Only 96.7% (n=116) of the 120 respondents replied to this question. 
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Table 6.63:  Consultations of private medical practitioners (n=116) 
 Frequency(f)  Percentage (%) 
Yes 18 15.5 
No 98 84.5 
Total (n) 116 100 
Table 6.63 provides information pertaining to using services of private medical 
practitioners while on CHBC, indicating that only 15.5% (n=18) of the 116 respondents 
accessed these services while 84.5% (n=98) had never done so. According to the 
Botswana policy concerning patients who are eligible for ART, patients accessed 
services of private practitioners through PPP discussed in section 5.1 of this thesis.  
However, it is acceptable to seek services of private practitioners at the choice of the 
patients provided they are able to pay. In the current study 2.5% (n=3) out of 120 
enrolled for ART through private practitioner as depicted on Table 6.65 which outlines 
reasons for accessing services of private practitioners. This information corroborates 
with Table 6.7 which states that, 60% (n=72) of 120 respondents indicated that their 
sources of income were inadequate whereas 17.5% (n=21) out of 120 respondents had 
sufficient incomes. The Botswana national programme has also been outsourced to 
private practitioners through public private partnership framework (PPP), and PLHIV 
eligible for HAART were allocated to a private practitioner for treatment as a way to 
prevent treatment deficit. 
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Figure 6.58: Respondents’ consultations of private medical practitioners (n=116) 
6.2.1.3.11.4: Cross tabulation of consultation of private medical practitioners 
versus income adequacy 
Table 6.64 presents cross tabulation of respondents with adequate finances who used 
private medical services. 
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Table 6.64: Respondent’s income in relation to their daily expenses versus 
consultations of private medical practitioners (N=116) 
 
Consultations of 
private medical 
practitioners 
 
 Income Adequacy 
Sufficient Barely 
Adequate 
Totally 
Inadequate 
Total 
Yes Count (f) 15 3 0 18 
% 88.2% 11.1% 0.0% 15.5% 
 No Count (f) 2 24 72 98 
% 11.8% 88.9% 100% 84.5% 
Total Count 
(n/N) 
17 27 72 116 
% 100% 100% 100% 100% 
Out of 116 respondents, 15.5% (n=18) accessed services of private medical 
practitioners, of which 88.2% (n=15) of them had sufficient incomes to afford private 
medical expenses. All 100% (n=72) of the respondents with totally inadequate  income  
indicated that they do not consult private medical practitioners, followed by 88.9% 
(n=24) with barely adequate income and 11.8% (n=2) with sufficient income.  
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Figure 6.59: Respondent’s income in relation to their daily expenses versus 
consultations of private medical practitioners (N=116) 
Those who consulted private medical practitioners were dependent on the adequacy of 
their incomes, and as depicted by Table 6.67 ( see appendix K) there was a relationship 
between ever consulting private practitioners and adequacy of income(X
2: p<0.05). 
These findings are congruent with Table 6.5 which showed that 17.5% (n=21) reported 
to be having sufficient income. Educational level is another factor related to incomes, 
and it is depicted in Table 6.2, that 52.5% had secondary education, 40.8% with primary 
education, 4.2% with tertiary education and 2.5 % had never been to a formal school. 
As discussed in section 3.3.2.1.4 poverty is a major challenge for PLHIV and this 
explains why only a small proportion of respondents accessed services of private 
practitioners on their own.  
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6.2.1.3.11.5 Circumstances that lead to private practitioner consultations 
Respondents were asked to explain their rationale for consulting private medical 
practitioners. Out of 18 who went to private practitioners, 72.2% (n=13) shared reasons 
of going there. Table 6.66 outlines reasons for seeking services of medical practitioners. 
Table 6.65: Circumstances that lead to private practitioner consultation (n=13). 
 Frequency(f)  Percentage (%) 
HAART 3 23.1 
Delays at Government Hospitals 3 23.1 
Quality Medication 7 53.8 
Total (n) 13 100 
There were various reasons for seeking services of private practitioners as depicted by 
Table 6.65. Each respondent came up with a single reason why they consult private 
practitioner. There were those who explained that private practitioners provided 
medications of good quality which was said by 53.8% (n=7) out of 13, and those who 
enrolled for ART were 23.1% (n=3) and 23.1% (n=3) cited delays at government 
hospitals as the main reason why they resorted to services with private practitioners. 
Those who got HAART from private practitioners have been enrolled on PPP from 
public clinic. 
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Figure 6.60:  Circumstances that lead to private practitioner consultation (n=13) 
6.2.1.3.11.4 Suggestions made by respondents for improving pain management 
Respondents were asked to suggest ways in which pain management could be 
improved. The total number of respondents who made suggestions was 97.5% (n=117) 
out of 120 and three persons did not respond. Table 6.67 presents the suggestions 
made.  
Table   6.66: Suggested interventions to improve pain management (n=117) 
 Frequency(f)  Percentage (%) 
Effective  medications 71 60.7 
Pain management 
empowerment 
34 29.1 
No idea 10 8.5 
Counselling 2 1.7 
Total (n) 117 100 
Table 6.66 provides individual responses on the item under study. Table 6.66 depicts 
that 60.7% (n=71) respondents suggested that effective pain medications should be 
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made available to patients, 29.1% (n=34) called for the provision of knowledge and 
skills in managing pain, 8.5% (n=10) did not have any idea as to how pain management 
could be improved while 1.7% (n=2) suggested counselling as one of strategies that 
could be employed to improve pain management. Though respondents  suggested 
counselling as one of the strategies to improve pain management, Table 6.44 revealed 
that out of 120 respondents, 97.5% (n=117) indicated that they had access to  
commodities and services  provided for CHBC patients which include counselling  
 
Figure 6.61: Suggested interventions to improve pain management (n=117) 
6.3 COMPARING CONSTRUCTS OF THE RAM TO THE CURRENT STUDY 
This section presents correlations among variables of the current study under various 
constructs of the RAM as depicted on the interview schedule or questionnaire (see 
Appendix F) of the RAM as outlined on sections 2.3. This provides an overall 
impression of the relationships that exist among the variables in the current study. 
The levels of significance of various components of the RAM was explained by the P 
values of the Chi-square statistics, and where variables with good significant levels (X
2: 
p<0.05) and where difference was not statistically significant (X2: p>0.05) as depicted by 
tables 6.67 through 6.88. These tables are contained in appendix K. 
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6.3.1 Cross tabulation of biographic data versus level of illness 
Table 6.68 shows that there was a statistical relationship between CD4 count and level 
of illness(X
2: p<0.05). Table 6.4 shows that  out  of the 120 respondents, 48.3% (n=58) 
had  CD4 counts of 101-200 cell/uL, followed by 201-300 cell/ uL (26.7 %; n=32) , 
13.3% (n=16)  with a CD4  count  of 1-100 cell/ uL while  there was a tie of 4.2% (n=5) 
at 300-400 and 501+ CD4  count  respectively and 3.3% (n=4) with a count of 401-500 
cell/ uL. On the whole 61.7% (n=74) respondents had a CD4 count of <200 cells/ uL, a 
threshold which is associated with opportunistic infections and accompanying pain. 
Table 6.10 indicates (89.9%; n =107) of respondents were moderate to severely ill of 
which 36.1% (n=43) were severely sick and the level of illness has an influence of the 
CD4 count. As HIV infects CD4 cells and eventually destroys them, over time, the 
number of CD4 cells decreases causing the patient‟s immune system to deteriorate. 
According to literature, when the CD4 count drops below 200 cells/uL in an adult, the 
body‟s ability to  fight off infections is severely compromised and the risk of opportunistic 
infections becomes high. It is also at this point that full blown AIDS is diagnosed 
(Botswana Ministry of Health 2006:16; Dobalian, Myers, Zeltser 2005:429; Grisworld, 
Spielfran & Fishman 2005:714). 
 
6.3.2 Cross tabulation of biological indicators versus demographic 
characteristics 
Comparison between biological indicators of CD4 counts and demographic 
characteristics of taking HAART was conducted. Table 6.69 suggests a relationship 
between taking HAART and recent CD4 count(X
2: p<0.05).These findings are supported 
by Table 6.5, which revealed that out of 120 respondents 7.5% (n=9) had CD4 counts of 
over 400 cells/uL. Table 6.10 further revealed that 12.7% (n=15) had known of their HIV 
status for five years and over. Experiences with other conditions in addition to HIV- 
related disease as depicted on section 6.2.1.1.12 also  indicated that 63.6% (n=75) out 
of 120 respondents confirmed presence of additional conditions, which contributed to 
gradual increase in CD4 counts. 
295 
 
According to Mitiku, Abdosh & Teklemariam (2013) ARVs are provided to improve 
quality of life of PLHIV as well as prolong their lives and it is critical that patients adhere 
to the treatment regimen. CD4 count is a good predictor of adherence to ARVs.  
Adherence to treatment is defined by Machtinger & Bansberg (2006) and Mitiku et al 
(2013) as the extent to which the patient is able to take medications as instructed by the 
health practitioner with full involvement of the patient.  CD4 count is an important 
component of pre-ART care where patients are educated about ART and HIV -related 
disease as well on monitoring visits (Botswana Ministry of Health 2012:27). 
 6.3.3 Cross tabulation of respondents' self-concept versus level of illness 
Table 6.70 shows no relationship between optimism and level of illness(X
2: 
p>0.05).because respondents who were not very sick were not influenced by improved 
health status to be optimistic about the future. 
6.3.4 Cross tabulation of relationship with family relations versus social isolation 
 
When comparing family relationships with social isolation, it was revealed that a 
relationship existed between the two variables(X
2: p<0.05). Respondents who confirmed 
negative changes within their families‟ relationships, and isolation from other people are 
depicted by Table 6.71. According to Andreasson & Berglund 2011:17) and Phaladze et 
al (2005:121) PLHIV were stigmatised and isolated   because of their HIV status and 
lack of support from their families. 
6.3.5  Cross tabulation of family relations versus social support 
A relationship exists between family relations and social support as depicted by Table 
6.72 in that respondents who agreed to be enjoying life were those whose families were 
supportive. Strong and positive family relations therefore appeared to contribute to 
social support for PLHIV which was consistent with Spirig et al (2005:338), Mak et al 
(2007:1557) and Uys (2005:103).  Tables 6.41, 6.42 and 6.43 show that out of 117 
respondents, 97.5% reported positive attitudes of caregivers,  with 2.5% (n=3) indicating 
that their caregivers had negative attitudes comprising two males and one female. 
296 
 
According to Alligood & Marriner Tomey (2006:310) and Meleis (2007:294), family 
relations and social support are components of the interdependence mode that focus on 
close relationships with significant others and ensures need for love such as love and 
being loved. 
6.3.6 Cross tabulation of self-report versus economic status 
Self-report of pain and other symptoms (Table 6.73) were also compared with economic 
status as a reason for accessing services of a private medical practitioner, which is an 
element of demographic characteristics. No relationship could be established between 
self-report of pain and consultation of private practitioners(X
2: p>0.05).  
 
 
6.3.7 Cross tabulation of self-report versus biological indicators 
 
Table 6.74 depicts that a relationship between self-report of pain syndromes and 
biological indicators exist because respondents who reported severe pain did not have 
their pain managed properly whereas those with mild pains were managed properly (X
2: 
p<0.05)...This shows that more effective medications were needed for severe pains. 
These finding are congruent with Table  6.15  which showed that out of 120 
respondents 17.5% (n=21)  had their pain adequately managed as they could afford to 
pay for private medical practitioners and that respondents  suffered moderate to severe 
pains which were not adequately managed.  
As discussed in section 3.3.1.6 of this thesis, prevalence of pain in PLHIV ranges from 
50% to 90% (Aouizerat et al 2010:126; Dobalian, Myers and Zeltser 2005:429; Sorrell & 
Trafton 2009:340). Pain in HIV-related disease is also said   to be common at all stages 
of HIV infection, with increasing intensity and frequency during the advanced stage of 
the disease (Breitbart, O‟Neill, Selwyn & Schietnger 2003:49; Els and Power 2006:146) 
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6.3.8 Cross tabulation of perception of symptom distress versus self-report 
Table 6.75 shows a relationship between self-report of pain syndromes and perception 
of symptom distress (X
2: p<0.05). Respondents who reported to be experiencing severe 
pain indicated that pain might eventually incapacitate them and this was so for 65% 
(n=75) out of 120 respondents of which 39.4% (n=26) out of 66 were females and 
38.9% (n=21) out of 54 were males as depicted on Table 6.20. Table 6.21 also showed 
that those with low educational background were more likely to express severe 
consequences of the impact of pain on their lives. The study by Douaih (2008) 
acknowledges the relationship between chronic pain and the ability to perform social 
roles. Ownby and Dune (2007:55) further stress that unrelieved pain lead to failure to 
perform daily chores resulting in increased dependence on caregivers.  
 
6.3.9 Cross tabulation of physical pain versus perception of symptom distress 
 
As depicted in table 6.76, there was no relationship between those reporting that their 
pain was acute or chronic and the effect of pain on their physical activity(X
2: p>0.05).   . 
 
6.3.10   Cross tabulation of intensity of the pain versus recent CD4 count 
 
Table 6.77 shows that there is a statistical relationship between intensity of pain and 
CD4 count (X
2: p<0.05). As shown on Table 6.4, 61.7% (n=74) respondents had a CD4 
count of <200 cells/ uL, a threshold which is associated with opportunistic infections and 
accompanying pain. As shown on Table 6. 13 numbness /tingling sensation of feet and 
toes were prevalent with 34% (n=16) experiencing moderate pains and 42.5% (n=20) 
with pains which were severe. Table 6.16 further reveals that out of 47 respondents, 
53.3% (n=26) suffered pains which were chronic in nature and this category of 
respondents were more likely to depend on family members for performing activities of 
daily living. 
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Peripheral neuropathy is characterised by numbness, tingling and burning sensations of 
the toes caused by damage to the peripheral nerves. These findings are consistent with  
Peltzer & Phaswana-Mafuya  2008:5; Gonzalez-Duarte, Cikurel & Simpson (2007) and 
the University of Chicago (2013) who concurred   that neuropathy is common among 
PLHIV, usually taking different forms occurring at different points of HIV infection and 
AIDS disease. 
 
6.3.11 Cross tabulation of self-esteem and low morale 
A relationship between self-esteem and low morale is shown by Table 6.78. (X
2: 
p<0.05).Self-confidence was dependent on whether one is frustrated by the pain or not. 
A relationship exists between psychological adaptation to pain and ineffective 
responses to pain (X2: p<0.05).Adaptive responses are those behaviours “that promote 
integrity of the person” (Alligood & Marriner Tomey  2006:310) and include interventions 
applied by PLHIV in controlling the pain which are pharmacological like medications and 
non-pharmacological such as exercise, relaxation, meditation and massage (Sukati et al 
2005:189; Tsao et al 2005:430). 
Positive adaptation was manifested by a few respondents as depicted on Table 6.35 hat 
25.8% (n=31) out of 120 respondents with cohorts 30–39 and 50–59 at 18.9% (n=7) of 
the 37 respondents and 18.4% (n=4) of 38 respectively. When educational level was 
used to determine hopelessness, 84.1% (n=101) across educational levels agreed that 
they lost hope because of experiencing pain, whereas 15.9% (n=19) had not lost hope.  
As depicted on Table 6.54, respondents were more likely to improve their wellbeing as a 
result of thinking positively when in pain. Table 6.55, 51.2% (n=61) out of 119 
respondents indicated that they did not think positively when in pain, while 48.8% (n=58) 
explained that they kept thinking of positive things when in pain  
Ineffective responses are those behaviours that “neither promote integrity nor contribute 
to the goals of adaptation” (Alligood & Marriner-Tomey 2006:310).  These are measures 
which are not effective in controlling pain. According to Andreasson and Berglund  
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(2011:10) PLHIV are usually given paracetamol tablets for pain which does not relieve 
pain. Sukati et al (2005:190) also indicated that PLHIV use complementary strategies 
such as massage, which does not always relief the pain.  
 
 
6.3.12 Cross tabulation of the perception of symptom distress versus control over 
life events and hardiness 
 
Table 6.79 shows a relationship between perception of symptom distress and control 
over life events and hardiness(X
2: p<0.05).The two main types of pain were acute and 
chronic pain. According to Brooker & Nicol(2007:1048) and Smeltzer, Bare, Hinkle & 
Cheever (2010:145)acute pain is of short duration not exceeding six weeks, whereas 
chronic pain is of a longer duration characterised by slow progression as discussed in 
section 2.4.1.1 of this study. 
As depicted on Table 16.6 the most common pain syndromes were characterized by 
numbness / tingling sensation of legs affecting 46.7% (n=21)  which were acute and 
53.3% (n=24) were chronic. Literature identified peripheral neuropathy characterised by 
numbness/tingling sensation of toes as the commonest type of pains (Wallace et al 
2007:58; Breitbart 1996:21). Peripheral neuropathy are caused by damage to the 
nervous system (Gonzalez-Duarte, Cikurel and Simpson 2007; University of Chicago 
2013).  Peltzer & Phaswana-Mafuya (2008:5) further maintain that neuropathies are 
more common in males than females which is contrary to the findings of the present 
study as depicted on Table 6.15 which revealed that more females (61.7%; f=29)  than 
males (38.3%; f=14)  suffered from numbness/tingling sensation of the toes. 
6.3.13 Cross tabulation of self-report versus perception of disability 
Table 6.80 shows no relationship between self-report of pain and perception of 
disability(X
2: p>0.05), because when respondents were asked if pain interfered with 
their body movement in relation to self-report on intensity of pain, no relationship was 
observed. 
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6.3.14 Cross tabulation of self-report versus family relations 
 
Table 6.81 shows that a relationship between self-report of pain and other symptoms 
and family relations existed (X
2: p<0.05).  These findings reveal that the intensity of pain 
experienced was influenced by family relations. The study by Andreason and Berglund 
(2011) revealed that families had difficulties is accepting a family member who was HIV-
positive and this in turn made disclosure difficult. Another study by Mak et al (2007) 
indicated that relationships between families and their friends were strained by 
disclosure and discrimination issues. 
 
6.3.15 Cross tabulation of perception of symptom distress versus social support 
Table 6.82 shows a relationship between symptom distress and social support (X
2: 
p<0.05). Respondents with positive attitudes of caregivers reported less isolation from 
other people, whereas those with negative attitudes of caregivers were more likely to 
feel isolated from other people due to pain. As depicted on Table 6.43 level of education 
did not have an influence on attitudes of caregivers as shown by all respondents who 
had secondary education (100.0%; f=63) and 98.0% (n=48) of those with primary 
education reporting that their caregivers had positive attitudes towards them. Those 
respondents‟ whose caregivers‟ attitudes were reportedly negative, comprised 7% (n=2) 
with non-formal education and 0.8% (n=1) with primary education.  Respondents are 
more likely to have fewer pain reports and use more effective treatment modalities (Mak 
et al (2007:1557) and Uys (2005:103). 
6.3.16 Cross tabulation of self-report versus perception of symptom distress 
Table 6.83 shows no statistical relationship between self-report of pain types and 
syndromes and perception of symptom distress(X
2: p>0.05). 
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6.3.17 Cross tabulation of knowledge of pain management strategies by gender 
 
Table 6.84 shows   no relationship between gender and pain that stops on its own 
without intervention (X
2: p>0.05).  Gender and use of pain medications have a statistical 
relationship (X2: p<0.05) with more females, 43.7% than males, 19.5% indicating that 
they use pain medications to reduce pain. There was also a relationship between use of 
warm water and salt and gender (X2: p<0.05)   Use of complementary methods such as 
warm salty water  was supported for use in managing pain in addition to 
pharmacological measures such as medications (Sukati et al 2005:189; Tsao et al 
2005:430). As alluded to in section 3.7.2 these are adaptive responses “that promote 
integrity of the person” (Alligood & Marriner Tomey 2006:310). 
 
6.3.18 Cross tabulation of self-report and effects on activities of daily living 
activity 
There was no relationship between self-report of pain and effects on activities of daily 
living, as depicted by Table 6.86 (X
2: p>0.05).  
6.3.19 Cross tabulation of feelings of hopelessness versus family support 
As indicted in table 6.86 there is a relationship between family support and feeling of 
hopelessness (X
2: p<0.05). However, Table 6.35, 74.2% (n=89), confirms that indeed 
pain made respondents hopeless and this is a manifestation of ineffective responses 
alluded to in section 3.7.2 of this study. These findings reveal that there were only few 
respondents who manifested positive adaptation to the pain they experienced.   
 
6.3.20 Cross tabulation of self-report and psychological adaptation to pain 
 
Table 6.87 shows no relationship between self-report of pain syndromes and 
psychological adaptation to pain experience(X
2: p>0.05). 
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6.3.21 Cross tabulation of symptoms of the pain versus respondent s opinion on 
whether they have access to what the government offers for care at home 
As indicate in Table 6.88 there was no relationship between pain types suffered by 
respondents  and access to commodities and services for CHBC programme ((X
2: 
p>0.05). 
 
6.3.22   Summary of correlation of constructs of the RAM 
 
Correlations among variables of the current study under various constructs of the RAM 
was done and variables with significant association (X
2: p<0.05) were as follow;  
 Table 6.86 showing a relationship between family support and feeling of 
hopelessness. The results shows that the dependent variable feeling hopeless 
depends on the family support as an independent variable (X
2: p<0.05).  
 Table 6.84 depicts the relationship between gender and use of pain medications 
(X
2: p<0.05) and a relationship between use of warm water and salt and gender 
(X2: p<0.05). The independent variable-interventions that reduce pain depend on 
gender of the respondent. 
 Table 6.82 shows a relationship between symptom distress and social support (X
2: 
p<0.05), social support depends on social support. 
 Table 6.81 shows that a relationship between self-report of pain and other 
symptoms and family relations existed (X
2: p<0.05). Family relation depends on 
self-report as an independent variable. 
 Table 6.79 shows a relationship between perception of symptom distress and 
control over life events and hardiness (X
2: p<0.05). control over life events and 
hardiness as dependent variable depends on perception of symptom distress 
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 Table 6.78 shows a relationship between self-esteem and low morale. (X
2: p<0.05). 
The self-esteem of the respondent depends on their level of morale 
 Table 6. 77 shows that there is a statistical relationship between intensity of pain 
and CD4 count (X
2: p<0.05), The results shows that as an independent variable  
intensity of pain depends on the CD4 count 
 Table 6.75 shows a relationship between self-report of pain syndromes and 
perception of symptom distress (X
2: p<0.05), self-report of pain syndromes 
depends on the perception of symptom distress 
 Table 6.74 depicts that a relationship between self-report and biological indicators 
exist (X
2: p<0.05). Self-report depends on the biological indicator as an 
independent variable 
 A relationship exists between family relations and social support as depicted by 
Table 6.72, Social support as an independent variable depends on family relations. 
 Table 6.68 shows  a statistical relationship between CD4 count and level of illness 
(X
2: p<0.05), The level of illness as a dependent variable depends on the CD4 
count 
 Table 6.69 shows a relationship between taking HAART and recent CD4 count (X
2: 
p<0.05)Being on HAART depends on the recent CD4 count as an independent 
variable and  
 Table 6.71 compares family relationships with social isolation (X
2: p<0.05).Family 
relationships depends on social isolation. 
6.4 SUMMARY OF RESEARCH FINDINGS FROM QUANTITATIVE RESEARCH 
The quantitative phase of the study was conducted to collect numerical data from 
respondents through the use of a structured interview schedule specifically designed for 
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this study. The components of the RAM guided the tool‟s development. Data analysis 
was done through using the SPSS version 15.0 program.  
Respondents who participated in the study were 120 comprising 45% (n=54)  males and 
55% (n=66) females with age distribution ranging from 21 years to over 80 years with 
most respondents in the age groups of 50 – 59 years. 
Educational background was as follows; 52.5% (n=63) with secondary education, 40.8% 
(n=49) with primary education, 4.2% (n=5) with tertiary education and 2.5% (n=3) with 
non-formal education. Low education background is associated with lack of knowledge 
on HIV prevention methods and limited access to HIV programmes, and those with 
higher education levels might have possessed information that they could use to 
mitigate against the impact of HIV and might have access to HIV programmes. It was 
also revealed that 17.5% (n=21) out of 120 respondents had sufficient incomes, and the 
rest indicated that their incomes were inadequate for survival. This shows that the 
majority of respondents lived in poverty which was attributed to low educational levels. 
Additional conditions were experienced by 63.6% (n=75) of the 120 respondents. This 
implies that respondents had opportunistic infections which affected them because of 
their low immune systems. It was also revealed that 85.2% (n=71) had CD4 cell counts 
of 200 cells/uL a situation that put them at risk of opportunistic infections. Pain and 
chronic AIDS disease were the main challenges for PLHIV. Respondents experienced 
different types of pain at a time, with intensities ranging from moderate to severe. 
Peripheral neuropathy muscle pains and chest pains were also reported. Weight loss 
also made the pain worse because of weak muscles and painful contact with bedding. 
Pain was made worse by a touch due to hypersensitivity of the peripheral nerves 
damaged by HIV. 
Pain had impact on the wellbeing of respondents to the extent that respondents even 
feared that the pain would incapacitate them, cause them disabilities and get worse with 
the presence of opportunistic infections. Women were more likely to report concerns 
over pain than men.  Respondents lost hope and were not optimistic, with 62.5% (n=75) 
of the 120 indicating negative responses. Interference with physical activity was 
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reported and respondents were dependent on family for support in kind and caregiving. 
They were limited in the way they carried out their activities of daily living because of 
incapacitation from pain. Respondents felt hopeless, isolated, demotivated and 
powerless as they relied on caregivers for support. Respondents no longer took part in 
recreation and other society activities as they were confined to bed because of pain and 
HIV-related infections. 
Variables were compared to determine relationships among demographic 
characteristics and other variables under study. It was shown that respondents  in the 
age group 50-59 constituted 21.1% (n=8) out of 13 and 60-69 with 46.2% (n=6) 
reporting sufficient incomes.  A decline in income adequacy was observed in those 
aged 30-39 with 13.5% (n=5) out of 37 patients and those in the age category 20-29 
(71.4%; f=5) out of 7 reporting totally inadequate incomes as depicted in Table 6.6. A  
relationship between respondents‟  daily expenses by gender, as depicted in Table 6.7,  
shows  that females had lower levels of income than their male counterparts with only 
10.6% (n=7) out of 66 females with sufficient incomes and 25.9% (n=14) out of 54 male 
respondents with sufficient incomes.  
Higher educational background was associated with better incomes as depicted on 
Table 6.8 that 24.0% (n=15) out of 63 with secondary education and 80.0% (n=4) out 5 
with tertiary education were sufficiently resourced, while 66.7% (n=2) out of 3 
respondents with non-formal education reporting  totally inadequate resources. 
Low CD4 counts were associated with severe illness, as depicted in Table 6.11, 
indicating that out of 119 respondents, 36.1% (n=43) were severely sick of whom 23.3% 
(n=10) had CD4 counts within the 1-100 cells/uL range, followed by 69.8% (n=30) with a 
CD4 counts within 101-200 cells/uL range. Age was also associated with pain types and 
symptoms as depicted in Table 6.14, which showed that those aged 30-39 reported 
more pain types and symptoms than other age cohorts. When pain types and symptoms 
were compared by gender, more females 95.7%: f=49) than 43% (n=37) males had 
such complaints. 
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Respondents  with sufficient incomes accessed services of private medical practitioners  
for various reasons as shown in Table 6.66 which was congruent  with Table 6.5 which 
depicts  that 17.5% (n=21) out of 120 respondents had adequate incomes. However, 
respondents  who accessed ARVs from private practitioners were part of the 
Botswana‟s Ministry of Health PPP policy alluded to, adopted as a way of curbing 
treatment deficit.  Patients with sufficient incomes accessed services of private 
practitioners, as shown  in Table 6.64   shows 53.8% (n=13) out of 116 accessed 
services of private practitioners, and 6.7% (n=8) were those who reported sufficient  
incomes. Tables 6.68 to 6.88 showed statistical relationships among constructs of the 
RAM as applied in the current study depicted by (X
2: p>0.05) where there was a 
statistical significant relationship and   (X2: p<0.05) where good relationships existed.  
 
Positive attitudes of caregivers indicated good family relations. This shows the 
effectiveness of shared confidentiality advocated for in the home-based care 
programme. Strategies which were employed to relieve pain included pain medications, 
warm salty water and physiotherapy. PLHIV generally indicated that pain was not 
controlled effectively, and the majority were poverty stricken because of low educational 
background and could not afford to purchase pain medications outside public health 
institutions where they were provided with medications which did not reduce the pain. 
The respondents‟ suggestions to improve pain management included making pain 
medications available, empowerment on pain management and counselling. 
6.5 SUMMARY 
In this chapter, quantitative data were presented, analysed and discussed. The Roy 
Adaptation Model guided the process and information from contextual stimuli namely 
age, gender and educational background was cross tabulated with responses from the 
focal stimuli, adaptive system and modes of adaptation and variables of the RAM were 
later cross tabulated against each other to determine the relationships that existed 
between them.  
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The chapter that follows will focus on conclusions, interpretation of qualitative and 
quantitative findings and recommendations of the study.  Limitations of the study will 
also be presented. 
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CHAPTER 7 
 
  CONCLUSIONS AND RECOMMENDATIONS 
 
 
7.1 INTRODUCTION 
 
This chapter presents the discussions, conclusions and recommendations as well as 
the limitations of the study.   
 
7.2 RESEARCH DESIGN, METHOD AND PURPOSE 
 
This study used a descriptive mixed method research design which allowed for the 
research topic to be investigated and described in terms of both narrative qualitative 
accounts and descriptive statistics. A sequential exploratory approach was adopted in 
which qualitative data collection was conducted in the initial phase followed by 
quantitative data collection. Ten qualitative interviews, guided by the components of the 
RAM were conducted in the initial phase and a structured interview schedule 
(questionnaire) partially based on the result of the qualitative phase (which was also 
structured in accordance with the RAM) and was administered to 120 respondents who 
met the inclusion criteria of being on CHBC.  Convenience sampling was used to select 
study participants and respondents in both phases of the study. 
 
7.3 RESEARCH QUESTION, PURPOSE AND OBJECTIVES  
   
The findings presented in chapters 5 and 6 answers the research question and also 
contribute to the attainment of the research objectives. These are as follows as 
explicated in chapter 1: 
 Purpose of the research 
The purpose of this study was to determine the manifestation of pain in PLHIV and how 
it was managed, to compile recommendations to improve pain management in PLHIV. 
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 The research question 
The overall research question for the study was as follows: 
 How do PLHIV on home-based care experience and manage pain? 
 The research objectives 
The objectives for the current research were as follows: 
 Objective 1: To explore pain experiences of PLHIV on home-based care 
 Objective 2: To explore the modalities of pain relief and treatment implemented by 
PLHIV on home-based care. 
 Objective 3: To identify factors influencing pain management  
 Objective 4: To attain these purposes within the theoretical guidance provided by 
Roy‟s Adaptation Model (RAM). 
 
Each objective is listed; the main findings of the objective are presented and discussed, 
followed by conclusions and recommendations relating to each objective. 
 
7.3.1 Objective 1: To explore the   pain experiences of PLHIV on home-based care 
7.3.1.1 Findings and discussions  
  
The study findings showed that pain posed the major challenge for PLHIV on CHBC 
(RAM: Focal stimuli/physiologic pain). As discussed in section 5.4 of the current study, 
peripheral neuropathy is the most common cause of the pain syndromes affecting 
PLHIV and pain was aggravated by mere touch due to the hypersensitivity of nerve 
endings.  As discussed in section 3.3.1.6, pain in HIV-related disease is chronic, occurs 
in all phases of disease and becomes worse as the disease progresses. Sources of 
pain as indicated by participants in section 5.4.2 were sore throats and ulcers which 
were opportunistic infections (RAM: Physiological adaptation modes/biological 
indicators). When asked how opportunistic infections could   influence pain, out of 120 
respondents, 75% (n=90) agreed that they believed opportunistic infections made pain 
worse. Opportunistic infections are those conditions that take advantage of the 
compromised immune system by causing diseases which could not necessarily have 
come if it was not for the lowered immunity (UNDP 2005; AIDS Org 2013). Breitbart et 
310 
 
al (1996:319) maintained that the presence of opportunistic infections and the severity 
of AIDS-associated symptoms are linked to pain experiences.  
 
As depicted in Table 6.10 when respondents were asked to determine  their status of 
illness using the following categories; not very sick, moderately ill, severely ill and  out of 
119 PLHIV, 36.1% (n=43) reported to be  severely sick, of which 23.3% (n=10) had a 
CD4 count within the 1-100 cells/-uL, followed by 69.8% (n=30) with a CD4 count within 
101-200 cells/uL as depicted in Table 6.11 which compared level of illness as perceived 
by respondents and CD4 cell count.. There were 33.3% (n=4) out of 12 who reported to 
be relatively healthy with a CD4 count of 500+. The studies by Spiring, Moody, Battegay 
and DeGees (2005) and Breibart et al (1996:319) concurred that the presence of 
discomforts got worse with the declining CD4 counts.  
 
 Out of 118 respondents, 63.6% (n=75) experienced conditions in addition to HIV-
related infections which were also causing pain while 36.4% (n=43) were free from such 
other conditions (RAM: Contextual stimuli). Conditions associated with pain include 
opportunistic infections and low CD4 count as discussed in section 3.4.2.1 of this study. 
 
 
Numbness and tingling sensations of feet and toes was also raised by 47 (39.2%) 
respondents with 23.4% (n=11) reporting mild sensations, 34% (n=16) moderate and 
42.5% (n=20) severe intensities, followed   by numbness/tingling of legs experienced by 
45 respondents of which 22.2% (n=10) was mild, 33.3% (n=15) moderate and 44.5% 
(n=20) severe. There were 35 respondents experiencing muscle aches, with 17.1% 
(n=6) mild, 40% (n=14) and 42.9% (n=15) experiencing muscle aches of moderate to 
severe intensity respectively (RAM: Physiological adaptation mode /symptom report).  
. 
Chest pains were reported by 30% (n=36) out of 120 respondents and the most affected 
age groups were 30-39 and 40-49. Chest pain is a symptom of various opportunistic 
infections which take advantage of immune-suppression with very low CD4 count. Out 
of the 66 females, 63.7% (n=42) and most of the 54 males, 66.7% (n=36) believed that 
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opportunistic infections made the pain worse. Those who disagreed that opportunistic 
infections made pain worse comprised 36.4% (n=24) females and 33.3% (n=18) males. 
The three main opportunistic infections were sore throat, lesions on the fore head and 
wounds on the thighs discussed in section 5.5.1. These findings reveal that there were 
both males and females who were not knowledgeable about the possible effects of 
opportunistic infections on the pain levels of PLHIV as depicted in Table 6.30 that 
36.4% (n=24) females and 33.3% (n=18) males did not agree that opportunistic 
infections could make pain worse.  
 
Out of 107 respondents, 35.6% (n=38) indicated that walking and touching precipitated 
pain, while 28% (n=30) indicated that pain started on its own and 23.4% (n=25) stated 
that coughing precipitated pain. Coughing might imply that they had pneumonia or 
pulmonary tuberculosis which is a common opportunistic infection in patients with 
compromised immunological responses. Alene, Nega and Taye (2013) and Botswana 
TB and HIV policy guidelines (2011b) indicate that tuberculosis is common in PLHIV. 
Botswana national HIV and AIDS guidelines (2012) confirm that PLHIVs are at high risk 
of pneumonia “100-fold”.  
 
The findings revealed that respondents were more likely to depend on caregiver for 
activities of daily living (RAM: Physiological adaptation mode/effects on activities of daily 
living discussed in section 3.4.2). It was revealed that out 47 respondents, 53.3% (n=26) 
suffered chronic pains and were more likely to be dependent on family members for 
performing activities of daily living. The findings as shown in Table 6.16 generally 
revealed that most respondents were experiencing chronic pains with accompanying 
symptoms. It is further revealed that out of 120 respondents, 62.5% (n=75) reported that 
pain interfered with their physical activity. As discussed in section 5.5.2 participants 
were dependent on caregivers for activities such as bathing, cooking (RAM: 
Interdependence mode). Functional disabilities were also reported, resulting from 
chronic pain and the effect of HIV on the nervous system (Richardson et al 2009;   
Uwimana & Struthers 2007:579). 
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The findings show that 64.2% (n=77) of the 120 respondents agreed that pain interfered 
with their physical activities, while 35.8% (n=43) denied that pain interfered with their 
physical activities.  These findings explain the dependence on caregivers to perform 
duties for them (RAM: Role function mode).  
 
The findings revealed   that respondents had feelings of worthlessness, altered integrity, 
hopelessness, powerlessness and helplessness and loss of privacy and autonomy as 
they depended on their families for bathing and other activities of daily living (RAM: 
Psychological mode/self-concept mode). Douaihy et al (2007) confirmed that loss of 
privacy in patients who depended on caregivers for activities of daily living. Breitbart et 
al (1996) also confirmed that PLHIV who are experiencing pain were more likely to be 
hopeless. Saint Peregrine (2008) revealed that PLHIV experienced powerlessness. The 
findings also showed alteration in self-esteem related to change in body image; feelings 
of worthlessness, altered integrity and helplessness are also accounted for in the 
literature. Breitbart et al (1996) and Douaihy et al  (2007) confirm that PLHIV in pain are 
more likely to show signs of hopelessness than those who do not experience pain. 
Alteration in self-esteem, due to a change in body image, 
 
Out of 120 respondents, 74.2% (n=89) agreed that they had lost hope because of pain, 
with those in the age bracket 50-59 in the majority with 94.7% (n=27) out of 38 in that 
cohort, followed by those aged 30-39 with 70.2% (n=26) out of 37 respondents. 
 
Out of 120 respondents, 62.5% (n=75) across all age groups were hopeless about the 
future, and those aged 50- 59 had the highest frequency of 27 (22.5%) respondents 
without hope for the future. A total of 37.5% (n=45) of the respondents were optimistic 
about the future, with 10.0% (n=12) falling in the age group 30-39. The findings call for 
strengthening of health promotion activities such as counseling services for PLHIV on 
CHBC to improve their self-esteem and self-worth as alluded to in sections 2.4.1.2 and   
3.5.1.   
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Out of 120 respondents, 52.5% (n=63) attained secondary education of whom 82.5% 
(n=52) were not optimistic about the future, followed by those with primary education 
with 71.4% (n=35) who also were not expecting any favorable outcome in future. 
Patients‟   level of optimism was not dependent on educational background.  
 
Out of the 120 respondents, 45% (n=54) agreed that pain would eventually incapacitate 
them (RAM: Cognator/regulator subsystems/perception of disability).  However,   some 
respondents 55.0% (n=66) disagreed that pain would affect their physical wellbeing.   
with the most aged 40-49 with 66.7% (n=16) aged 40-49. These findings are in support 
of the earlier findings which revealed that the age group 40-49 was the most affected by 
painful sores in the mouth as depicted in Table 6. 14. Of the females, 39.4% (n=26; 
n=66) and of the males 38.9% (n=21; n=54) agreed that pain would incapacitate them. 
However, there was a statistical significant relationship between the intensity of pain 
and the feeling that pain will total incapacitate the respondent as indicated in Table 6.75 
(X
2: p<0.05).   
 
Out of 66 females, 65.2% (n=43) feared that their pain might get worse, while 34.8% 
(n=23) disagreed. Of the 54 male counterparts, 63% (n=34) feared that pain might get 
worse, while 37% (n=20) of the males did not report such fears. These findings show 
the extent to which pain affected the lives of PLHIV, and the accompanying dependence 
on caregivers for basic needs. The findings also show that the impact was felt across 
the age continuum.  
 
It was also revealed that 65.1%  (n=41)  out of 63 respondents, who believed that pain 
interfered with physical activities, possessed secondary education, those with non-
formal education, 33.3% (n=1) out of the 3 were the least to agree that pain interfered 
with physical activities. Out of 66 females, 59.1% (n=39) and 61.1% (n=33) males out of 
54 agreed that pain interfered with their physical activities. Lack of physical activity puts 
respondents at high risk of deformity and inadequate blood flow in the body, 
predisposing them to more pain and hypostatic complications 
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Those who denied interference of pain with physical activities were 37.5% (n=45) out of 
120 respondents, with most, 12.5% (n=15) from the age group 50 – 59 years, followed 
by 30-39 years with 10.3% (n=13). These findings show that females were slightly 
(2.0%) more likely to be physically impaired as a result of pain as compared to males.  
 
7.3.1.2   Specific conclusions and recommendations  
 
Based on the current findings regarding the experiences of pain among PLHIV on 
CHBC the following conclusions and recommendations are drawn:  
 
Conclusions: PLHIV suffered moderate to severe pain which was inadequately treated. 
Pain relates to weight loss, CD4 count and opportunistic infections. Knowledge deficit 
on the aetiology of pain was also observed. There is also need for close monitoring of 
patients to prevent secondary injuries. Pain also affected them psychological and 
physically as they depended on caregivers for activities of daily living. 
 
Recommendations: 
 Community quality improvement teams dedicated to pain management should be 
established and trained to ensure that standards for pain management are met 
including proper handling of patients to prevent further injuries to the already 
sensitive body muscles.  
 Evaluation of social aspects such as education and gender to be incorporated in 
clinical practice to allow paying particular attention to patients belonging to the 
lower social strata including low level of education.  
 Physiotherapists should be available in the community to assist patients with 
exercises to minimise functional disability resulting from pain and proper handling of 
patients.  
 CHBC programme  should strengthen education of patients and  primary care 
givers to enable them to understand the cause, nature and prognosis of the disease 
to enable them to understand the trajectory of PLHIV 
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 Buddy systems should be promoted through strengthening of support groups to 
provide emotional and social support.  
 
7.3.2 Objective 2: To explore the modalities of pain relief and treatment 
implemented by PLHIV on home- based care. 
 
7.3.2.1 Findings and discussions 
 
The findings revealed that patients used both pharmacological and non-
pharmacological methods of pain control (RAM: Levels of adaptation). Methods used by 
patients to control pain include pharmacological measures (chemical), cognitive (mental 
and reasoned) methods as well as other alternative methods. Chemical remedies 
included oral medications such as paracetamol and diclofenac which are 
pharmacological in nature which were used by patients as indicated in section 5.7.1.and 
6.2.1.3.11.2 of this thesis.   
 
According to Botswana‟s Ministry of Health (2008:21); Cucciare et al (2008:341) and   
Uwimana and Struthers (2007: 251), pharmacological interventions are effective to 
control of pain in HIV-related disease (RAM: Adaptive response). According to Table 
6.61 out of 116 patients who shared their experience on interventions they used to 
control pain, pain medication was used by 19.8% (n=23) females, and 5.1% (n=6) 
males However, Andreasson and Berglund  (2011:10) reveal that paracetamol  was 
given to PLHIV for pain but could hardly control  pain which is consistent with the 
findings of the current study which revealed that, paracetamol which was commonly 
given to patients for pain did not relief the pain as indicated in section 5.7.1 of this thesis 
(RAM: Ineffective response). The findings further reveal that diclofenac was effective in 
relieving the pain in HIV-related disease. 
 
Patients consulted private medical practitioners while on CHBC for various reasons. 
There were those who explained that private practitioners provided medications of good 
quality which was said by 53.8% (n=7) out of 13, and those who enrolled for ART 
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through government policy which was 23.1% (n=3) and 23.1% (n=3) who cited delays at 
government hospitals as the main reason why they resorted to services with private 
practitioners as depicted in Table 6.66.   
 
Non-pharmacological measures used include alternative methods such as ice water, hot 
fomentations, relaxation, warm salty water, posture and massage. These measures 
assisted them to cope with the pain experience therefore manifested adaptive behaviour 
according to the RAM. Use of complementary and alternative therapies by PLHIV is 
common (AIDS InfoNet 2013; Littlewood & Vanable 2008; Peltzer, Preez, Ramlagan, 
Fomundam & Anderson 2009). However, in the present study there were no reports of 
the use of herbs.  Sukati et al (2005:189) and Tsao et al (2005:430) support the use of 
complementary therapies such as exercise, relaxation, meditation and massage in 
addition to pharmacological treatment.  Sukati et al (2005:190) argues that while PLHIV 
use complementary strategies such as massage, they do not always get relief from the 
pain (RAM: Ineffective response). 
 
 The findings revealed that when interventions employed were compared by gender,  
more males (70.6%; n=36) out of 116 concurred that their pain stopped on its own as 
depicted in Table 6.62 and more females (24.6%; n=16) compared to  males (13.7%; 
n=7) took pain medications. As alluded to by Berkely cited in Stellenberg and Bruce 
(2007:643) women are more likely to report pain than males because of low pain 
threshold. 
 
A complementary method such as salty warm water was more commonly used by 
males than females as depicted in Table 6.62. Gender and use of pain medications 
were found to have a statistically significant relationship (X
2: p<0.05) and a relationship 
also exists between gender and use of warm water and salt in reducing pain (X2: 
p<0.05).  Warm water and salt and pain medications had a relationship to gender. 
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It was revealed that pain stopped on its own for most respondents, (64.7%; n=75). 
Other cognitive measures used to control the pain were distraction with watching 
television while in pain and prayer (RAM: Interdependence mode/member capability). 
 
The findings also revealed cognitive modality in the form of positive thinking and 
positive attitudes of caregivers, good family relation and social support had positive 
impacts on the wellbeing of PLHIV (RAM: Interdependence mode). Out of the 119 
respondents, 52.3% (n=34) of the 65 females agreed that they thought of positive things 
when in pain followed by 44.4% (n=24) out of 54 males, and in total 48.7% (n=58) of the 
119 used positive thinking as a way of controlling pain. Positive thinking when in pain 
was practiced by 44.4% (n=28) out of 63 with secondary education and 51.1% (n=25) 
out of 49 with primary education. More females (52.3%; f=34) out of 65 agreed that they 
think positively when in pain and one declined to respond to the question.  
 
Most respondents (97.5%; n=117) concurred that their caregivers‟ attitudes were 
positive, while 2.5% (n=3) indicated that their caregivers had negative attitudes towards 
them (RAM: Interdependence mode). Out of 38 respondents in the age group 50-59, 
97.4% (n=37) considered their caregivers to have positive attitudes towards them, 
followed by 97.3% (n=36) of the 37 respondents in the age group of 30-39. However, no 
significant differences were determined between male and female respondents‟ 
reporting attitudes of their caregivers, although slightly more males than females 
reported negative attitudes. However, a relationship exists between family relations and 
social support (X
2: p<0.05). Fulfilment of life was dependent of family support.   
 
7.3.2.2 Specific conclusions and recommendations  
 
From the study findings, the following specific conclusions and recommendations are 
drawn with regard to modalities of pain relief and treatment implemented by PLHIV on 
CHBC:  
 Conclusion: PLHIV used both pharmacological and non-pharmacological measures to 
relieve pain and the extent to which they were effective / ineffective vary. From the 
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interventions used to reduce pain it is evident that pain in PLHIV on CHBC is 
underestimated and not adequately treated. 
Recommendations:  
 Effective pain medications should be provided to PLHIV to promote their quality of 
life 
 Patient and caregiver education on non-pharmacological measures of pain relief 
 Health institutions should be evaluated for the availability of appropriate  pain 
relieving drugs in accordance with WHO “ladder” for palliative care guidelines 
 Policy on use of complementary and alternative methods such as food supplements 
should be developed and implemented. Relaxation and exercises, cognitive 
modalities such as the power of positive thinking should be taught to patients and 
their caregivers. 
 
7.3.3 Objective 3: To identify factors influencing pain management  
 
7.3.3.1 Findings and discussions 
 
Pain management can be influenced by factors that precipitate pain, or aggravate pain; 
level of CD4 count, opportunistic infections, types of pain, pain symptoms experienced 
and malnutrition. Table 6.60 shows that walking and touching precipitate pain for 35.5% 
(n=38) respondents.  According to International Association for the Study of Pain 2010 
and Jose, Saravu, Jimmy and Shastry (2007) there is peripheral hypersensitivity in HIV-
related disease which results from the damage of the nervous system by the HIV.  A 
mere touch was said to aggravate pain as alluded to in section 5.4.1 of this thesis. The 
fact that mere walking and touching precipitated pain indicates the highly sensitised 
(irritable) state of peripheral nerve endings. Pain started on its own for 28.0% (n=30) 
respondents. Coughing was another factor which precipitates pain raised by 23.5% 
(n=25) of respondents.  
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Knowledge of type of pain, whether acute or chronic, and whether the pain is mild, 
moderate or severe are also vital in determining an effective measure if appropriate 
interventions are to be employed. As depicted in Table 6.16, 77% (n=10) out of 13 
suffered chronic joint pains followed by muscle aches with 74.3% (n=26) out of 35. 
Chest pains also accounted to 58.3% (n=21) out of 36 and numbness/tingling sensation 
of toes which were also chronic with 53.3% (n=26) out of 47.  
 
CD4 count is another factor influencing pain management. Low CD4 counts are 
associated with opportunistic infections which take advantage of a compromised 
immune system, and opportunistic infections on their own cause a lot of pain and 
suffering to PLHIVs. A relationship was established between CD4 count and intensity of 
pain experienced (X
2: p<0.05) as depicted in Table 6.77. This finding indicates that a 
person with lower CD4 count suffered from more pains than those with higher CD4 
count. Table 6.13 reveals numbness/tingling sensation of toes are prevalent, which are 
moderate (34%; f=16) and severe (42.5%; n=20). The relationship between CD4 count 
and intensity of pain exists because of the high possibility that a patient presenting with 
low CD4 count will attract opportunistic infections which are accompanied by pains of 
varying types and intensities. CD4 count is also associated with level of illness (as 
depicted in Table 6.11) as persons with lower CD4 counts experienced more severe 
levels of illness than those with CD4 counts above 250 cells per cubic milliliter of blood. 
 
As depicted in section 5.5.3, from the observational schedule altered nutritional status 
related to the disease process was evident in most of the patients. Table 6.13 further 
shows weight loss as one of the symptoms those respondents indicated as either mild 
moderate or severe as perceived by respondents themselves. Malnutrition has been 
associated with low CD4 cell count and increased discomforts (Peltzer 2008:271). As 
depicted in Table 6.13, most respondents (71.6%; f=86) had lost weight and out of 86, 
25.6% (n=22) reported mild weight loss, 37.2%; f=32) moderate weight loss and 37.2% 
(n=32) were severely underweight. Botswana Ministry of Health treatment guidelines 
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(2012:29) explains that moderate and severe weight loss are characteristics of 
moderate to severe HIV pathogenesis. Severe weight loss could be associated with 
other health issues such as injuries and bedsores resulting from increased pressure on 
the lean muscles, if preventive measures are not put in place.  
 
The findings revealed that respondents experienced more than one type of pain and 
associated symptoms (RAM: Physiological adaptation mode/biological indicators and 
symptom report). Most respondents (71.6%; n=86) had lost weight and out of 86 
respondents, 25.6% (n=22) reported mild weight loss, 37.2% (n=32) moderate weight 
loss and 37.2% (n=32) were severely underweight as depicted in Table 6.13. Peltzer 
and Mafuya (2008:271) revealed that malnourished PLHIV had lowered CD4 counts 
and experienced increased discomforts. Weight loss predisposes to injuries and 
bedsores and low pain which are precursors to severe pain as alluded to in section 1.1. 
Leanness is also a possible contributing factor to pain and sensitivity to touch. 
Participants also lamented evident weight loss as depicted in section 5.5.3 which was 
related to the disease process. According to ASSAf (2007:9), there is a strong 
relationship between immune suppression and malnutrition. 
 
7.3.3.2   Specific conclusions and recommendations  
 
Based on the current findings regarding factors that influence pain management for 
PLHIV on CHBC the following conclusions and recommendations are drawn:  
 
Conclusions: The findings show that factors influencing pain management namely CD4 
count, opportunistic infections, types of pain, pain symptoms experienced and 
malnutrition should be addressed collectively for effective pain control. 
 
Recommendations 
  Early detection and treatment of factors associated with pain should be mandatory 
and continuous monitoring of patients to assess for injuries.  
 RAM should guide monitoring tool to identify behaviours that   constitutes positive 
adaptation for PLHIV.  
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7.3.4 Objective 4: To attain these purposes within the theoretical guidance 
provided by Roy’s Adaptation Model (RAM). 
 
7.3.4.1 Findings and discussions 
 
This study was guided by the RAM. The RAM views the person as living adaptive 
systems whose behaviours may be classified as adaptive responses or ineffective 
responses to stimuli (Alligood & Marriner-Tomey2006:310; George 2011:296; Meleis 
2007:292). 
 
These behaviours are derived from the RAM regulator and cognator mechanisms. 
These mechanisms work within the four adaptive modes of physiological function, self-
concept, role function and interdependence discussed in section 2.4.2.2.2 of this thesis. 
The adaptive responses in relation to the four adaptive modes are promoted using 
information about the person‟s adaptation level, and focal contextual and residual 
stimuli. Figure 3.1 presents the   concepts and structures showing the application of the 
RAM to the current study.   
 
According to the RAM, the focal and the contextual stimuli, or environmental stressors, 
provoke and demand adaptive responses. These are the factors in the internal and 
external environment that influence how one reacts to a situation. Focal stimuli are the 
central focus of the individual and include internal and external stimuli “most 
immediately confronting the person” (Alligood & Marriner-Tomey 2006:308; George 
2011:295; Meleis 2007:295). The focal stimuli for PLHIV during the present study are 
physiological pain and chronic illness while contextual stimuli involve all other stimuli in 
the environment that have positive and negative effects on the focal stimuli such as 
demographic characteristic of patients as depicted in sections 5.3.1.1 and 6.2.1.1. 
Demographic data entail the information collected about the patient‟s personal and 
social history to determine relationships and their effects on the existing illness. 
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Statistical relationships between the following variables pertaining to the contextual 
stimuli were determined; CD4 count and level of illness and taking HAART and recent 
CD4 count (X
2: p<0.05). Correlation between CD4 count and level of illness was 
demonstrated; taking anti HIV medication is dependent on level of CD4 count. The 
variables pertaining to the demographic characteristics such as gender, level of 
education and age were used in the analysis of the focal stimuli in section 6.2.1.2 and 
the adaptive system in section 6.2.1.3 of this thesis. The adaptive system comprised the 
cognator and the regulator which are linked by perception, central to the functioning of 
the systems. It was revealed that respondents experienced moderate to severe pain 
which affected their physical activity because of incapacity from pain and impending 
disability which made them dependent on caregivers.  Morale was low and 
hopelessness of getting better, and the pain, was so intense that they were not able to 
use past experience to deal with their current situation (RAM: Contextual 
stimuli/hardiness).   
 
Modes of adaptation are discussed in section 6.2.1.4 of this thesis. Modes of 
adaptation-psychological (as discussed in section 6.2.1.5) were also analysed and 
compared by demographic characteristics. The RAM interdependence and role function 
modes were also analysed and compared with demographic data as shown in sections 
6.2.1.6 and 6.2.1.7. The findings from both approaches further revealed that 
respondents had altered integrity and they lacked privacy (to their bodies) since they 
depend on caregivers for activities of daily living. Feelings of low self-worth, 
helplessness and hopelessness were echoed across respondents (RAM: Psychological 
mode/Self-concept). These were related to changes in body image due to weight loss 
due to disease process and altered nutrition. Social isolation was also obvious as 
respondents were sick in bed and there was no way in which they could participate in 
social and recreational activities (RAM: Role function mode). 
 
Dependence on family members and/or caregivers for care and material standard of 
living was high as respondents were no longer working because of ill health (RAM: 
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Interdependence mode). Families were pillars of strength to most respondents as they 
provided both emotional and physical support. Good family relations were strengthened 
by the concept of shared confidentiality which was a requirement for all those who were 
cared for on CHBC for continued support and prevention of new   infections. 
 
Though it was revealed that PLHIVs had low socio economic status, it was true with the 
current study where most respondents lived on materials supplied by the CHBC 
programme, including food and other necessities (RAM: Interdependence 
mode/resource adequacy).  
 
RAM also guided the analysis and discussion of the respondents‟ adaptive and 
ineffective behaviours. Both positive adaptation and ineffective behaviours were 
manifested. Pharmacological measures, cognitive measures and other alternative 
methods were used to relieve pain. Alternative methods used to control pain included 
ice water, hot fomentations, relaxation, warm salty water and massage. These 
measures assisted them to cope with the pain experience, manifesting adaptive 
behaviour. Some of the modalities used to relief pain could actually cause pain (RAM: 
Effective/ineffective responses). 
 
Constructs of the RAM were subjected to cross tabulation as depicted in Tables 6.68 to 
6.88 where the levels of significance of various components of the RAM were explained 
by the P values of the Chi-square statistics, and where variables with significant levels 
(X
2: p<0.05) and where difference was not statistically significant (X2: p>0.05).   
 
7.3.4.2   Specific conclusions and recommendations  
 
Based on the current findings, regarding the attainment of the study‟s purpose within the 
theoretical guidance provided by Roy‟s Adaptation Model (RAM), the following 
conclusions and recommendations have been reached: 
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Conclusions: The RAM is wide in scope and holistic in nature, and provides a balance 
for promoting physiological, psychological and social adaptation in PLHIV experiencing 
pain.  
 
Recommendation: 
 RAM should be adapted for care of PLHIV  on CHBC 
 
7. 4   Limitations of the study 
 
Limitations are defined by Burns and Grove (2005:40) as problems or shortcomings that 
may affect credibility as well as quality of findings, by so doing making it difficult to 
generalise the findings to the entire population. The limitations in the current study were 
limited sample size and omission of items during data collection. 
 
7.4.1 Limited sample size  
 
The current study was conducted among PLHIV on CHBC in four districts out of thirty 
districts in Botswana. This greatly limits the generalisation potential of the findings of the 
current study to all PLHIV on CHBC in Botswana. However the large sample size 
strengthens the application of the findings of the current study to PLHIV on CHBC in 
Botswana.  
 
7.4.2   Omission of research items 
 
During the quantitative phase of this research, a self-administered questionnaire was 
used to collect data and despite the presence of the researcher who explained items, 
some patients declined to answer some items further limiting the reliability of the 
research results.  Some patients may have not been psychologically prepared to talk 
about their experiences because of sensitivity of HIV and AIDS.  
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The study findings cannot be generalised to the larger population because of issues 
related to limited sample and omission of items during data collection. 
 
7.5 .1 Recommendations for future research 
 
 Regular studies should be undertaken to audit the prevalence and management of 
pain in PLHIV cared for in the community. 
 Development of mobile assessment model using mobile phones with ready at hand 
survey templates structured according  to the RAM and coupled to the government 
network 
 Development of assessment tools according to the structure of the RAM 
 Undertake studies  to determine the suitable types of complementary therapies for 
pain control  
 Conduct studies into practices that could aggravate a patient‟s pain experience, 
thus studies into both effective and ineffective adaptations should be undertaken 
7.5.2   Recommendations for   nursing practice 
 Review Palliative Care guidelines in accordance with the RAM  
 Align existing monitoring tools to the RAM 
 
7.5.3   Recommendations for legal and policy development 
 Policy on use of complementary and alternative methods such as food supplements 
should be developed and implemented  
 Develop and implement plan for complementary and alternative methods (CAM) in 
HIV-related illnesses. 
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 7.6   CONCLUDING REMARKS 
The current study was undertaken to determine pain experiences of PLHIV on CHBC 
and how it was managed. The findings revealed that pain was a challenge for PLHIV on 
home based care and pain experienced was moderate to severe. The extent to which 
interventions used to relieve pain were effective/ ineffective varied from one individual to 
another. The findings also revealed PLHIV suffered more than one type of pain at a time 
which necessitates close monitoring of patients to prevent more injuries to the already 
sensitive body predisposing them to more pain. 
 
The study findings call for the establishment of community quality improvement teams 
dedicated to pain management, making effective pain medications accessible to PLHIV 
on CHBC and education of patients and caregivers on non-pharmacological measures 
to reduce pain and proper handling of patients to prevent injuries. The findings and 
recommendations of the current study should contribute significantly to improve pain 
management in PLHIV on CHBC. 
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APPENDIX B: REQUEST AND APPROVAL LETTERS 
                     National AIDS Coordinating Agency 
                                                                                                                P/Bag 00463 
Gaborone                                                                                                                                                                                                                                                                                                                
14 April 2010 
District Commissioner 
Kgatleng District  
P/Bag 001 
Mochudi 
Attention: District Health Management Team Coordinator 
Dear Sir/Madam, 
PERMISSION TO CONDUCT RESEARCH STUDY 
I would like to request for permission to conduct study during the period   of   June   2010 to  
August 2010. The study is done in fulfillment of a Doctoral degree in Health Studies with the 
University of South Africa. 
I am a nurse by profession and employed as Chief Program Officer – Mainstreaming for the 
National AIDS Coordinating Agency. The title of my study is “Pain Management in HIV and 
AIDS patients on Home – Based Care”. Data will be collected from People Living with HIV and 
AIDS (PLHIV) on home based. The researcher found a need to undertake the present study to 
involve PLHIV in influencing a policy in pain management in HIV and AIDS to find solution to 
gross pain management in HIV and AIDS. The findings can also influence adoption of country 
wide standards of care regarding pain management, planning and provision of community 
education on pain management of PLHIVs and others on home based care. 
The study permit from the Ministry of Health, Human Research and Development Committee 
(HRDC), confirmation of registration with the University of South Africa are attached for your 
action. 
Hoping to hear from you at your earliest convenience. 
Yours Faithfully, 
 
Lillian Moremi (Ms 
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Dear Sir/Madam, 
PERMISSION TO CONDUCT RESEARCH STUDY 
I would like to request for permission to conduct study during the period   of  June   2010 to  
August 2010. The study is done in fulfillment of a Doctoral degree in Health Studies with the 
University of South Africa. 
I am a nurse by profession and employed as Chief Program Officer – Mainstreaming for the 
National AIDS Coordinating Agency. The title of my study is “Pain Management in HIV and 
AIDS patients on Home – Based Care”. Data will be collected from People Living with HIV and 
AIDS (PLHIV) on home based. The researcher found a need to undertake the present study to 
involve PLHIV in influencing a policy in pain management in HIV and AIDS to find solution to  
pain mismanagement in HIV and AIDS. The findings can also influence adoption of country wide 
standards of care regarding pain management, planning and provision of community education 
on pain management of PLHIV and others on home based care. 
The study permit from the Ministry of Health, Human Research and Development Committee 
(HRDC), confirmation of registration with the University of South Africa are attached for your 
action. 
Hoping to hear from you at your earliest convenience. 
Yours Faithfully, 
Lillian Moremi (Ms) 
353 
 
National AIDS Coordinating Agency 
P/Bag 00463, 
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24 October 2011 
District Commissioner 
Gaborone City Council  
P/Bag 001 
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Attention: District Health Management Team Coordinator 
Dear Sir/Madam, 
PERMISSION TO CONDUCT RESEARCH STUDY 
I would like to request for permission to conduct study during the period   of   December 2011 to    
September   2012 . The study is done in fulfillment of a Doctoral degree in Health Studies with 
the University of South Africa. 
I am a nurse by profession and employed as Chief Program Officer – Mainstreaming for the 
National AIDS Coordinating Agency. The title of my study is “Pain Management in HIV and 
AIDS patients on Home – Based Care”. Data will be collected from People Living with HIV and 
AIDS (PLHIV) on home based. The researcher found a need to undertake the present study to 
involve PLHIV in influencing a policy in pain management in HIV and AIDS to find solution to 
pain mismanagement in HIV and AIDS. The findings can also influence adoption of country wide 
standards of care regarding pain management, planning and provision of community education 
on pain management of PLHIV and others on home based care. 
The study permit from the Ministry of Health, Human Research and Development Committee 
(HRDC), confirmation of registration with the University of South Africa are attached for your 
action. 
Hoping to hear from you at your earliest convenience. 
Yours Faithfully, 
Lillian Moremi (Ms) 
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P/Bag 00463, 
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24 October 2011 
District Commissioner 
South East District  
P.O. Box 137 
Ramotswa 
 
Attention: District Health Management Team Coordinator 
Dear Sir/Madam, 
PERMISSION TO CONDUCT RESEARCH STUDY 
I would like to request for permission to conduct study during the period   of December 2011 to    
September 2012 . The study is done in fulfillment of a Doctoral degree in Health Studies with the 
University of South Africa. 
I am a nurse by profession and employed as Chief Program Officer – Mainstreaming for the 
National AIDS Coordinating Agency. The title of my study is “Pain Management in HIV and 
AIDS patients on Home – Based Care”. Data will be collected from People Living with HIV and 
AIDS (PLHIV) on home based. The researcher found a need to undertake the present study to 
involve PLHIV in influencing a policy in pain management in HIV and AIDS to find solution to  
pain mismanagement in HIV and AIDS. The findings can also influence adoption of country wide 
standards of care regarding pain management, planning and provision of community education 
on pain management of PLHIV and others on home based care. 
The study permit from the Ministry of Health, Human Research and Development Committee 
(HRDC), confirmation of registration with the University of South Africa are attached for your 
action. 
Hoping to hear from you at your earliest convenience. 
Yours Faithfully, 
Lillian Moremi (Ms) 
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APPENDIX C: CONSENT FORM FOR STUDY SUBJECT 
CODE NUMBER 
Study Site by District:                Kgatleng   -------------------- 
                                                                                          Kweneng   -------------------          
                                    Gaborone  ---------------------          
                        South East --------------------  
  
CONSENT DOCUMENT 
TITLE: PAIN MANAGEMENT IN PEOPLE LIVING WITH   HIV AND AIDS ON HOME BASED 
CARE 
 
INVESTIGATOR:  LILLIAN MOREMI 
                              (RN, MNS) 
I am herewith inviting you to participate in the study.  The purpose of the research is to 
explore pain experiences in PLHIV and the extent to which the pain is controlled with the 
aim to influence formulation of a policy on pain management in HIV/AIDS.  This study has 
no immediate benefit for you, but will benefit others in future who will be in the same 
position 
There are no risks to you in participating and participation in the study is voluntary and 
you are    allowed to withdraw from the study at any time without penalty.  Only group 
findings will be shared. 
Agree (          )                                                            Disagree (             ) 
Investigator: …………………………………         Date: ………………………………… 
 
 
 
 
 
 
 
360 
 
APPENDIX D: SELF DESIGNED INTERVIEW GUIDE (English and Setswana) 
                            CODE NUMBER 
Study Site by District:              Kgatleng   -------------------- 
                                                                                          Kweneng   -------------------         
                          Gaborone  ---------------------          
                                           South East -------------------- 
INTERVIEW GUIDE  
BIOGRAPHIC CHARACTERISTICS 
Gender:    M (    )   F   (    )    
Level of education:  None   (   ) 
            Primary education   (    ) 
            Secondary education   (    ) 
            Tertiary education    (    ) 
Length of time on home based care    (    )  
 
Focal Stimuli 
 Can you share with me your pain experiences by describing it and indicating the areas 
where it is felt? 
 What aggravates your pain?  
 Probing for additional aspects such as: chronicity vs. acuity, nature, intensity, duration, 
and the like. 
 
Contextual Stimuli 
 How would you describe your current experience of stress? 
 How does pain relate to your stress level? 
 What aggravates your pain? 
 What aggravates your stress? 
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 Would you say that pain and stress are related? 
 Probe for stress level, intensity and any related matter 
 
 
 
Control processes 
Perceptions 
 Is your pain debilitating?  
 Does your pain negatively influence your daily living? 
 Does pain break your spirit? (Hardiness) 
 Probe for severity on the impact of pain  
 
Physiological 
(The  Observation schedule was used at this point which was completed for each interview). 
Psychological indicators 
 How do you feel about yourself and having to endure pain 
 Are you positive or do you feel depressed/hopeless 
 Are you still in control or do you feel powerless? 
 How does pain affect your general well-being? 
 Probe on psychological impact of pain 
 
Role function 
 To what extent can you still do your daily work/activities?  Occupation? House work? 
 Do you participate in leisure, recreational or sports activities? 
 Probe on how much social life has been affected 
Interdependence 
362 
 
 Do you have the support of close family members? 
 Do you have the support of friends? 
 Do you have the support of health care professionals? 
 Probe on level  and kind of support received 
 
Adaptation 
What do you do about or how do you manage: 
 Pain? 
 Stress? 
 Loneliness? 
What interventions that you take are successful and which ones are less successful?  
 Why? what conditions? 
 What would you consider truly effective measures? 
 What would you regard as truly ineffective measures/reactions on pain, stress and 
loneliness? 
 What are the factors that make the pain worse and those that make it better? 
 How do you communicate  to your caregivers when you are in pain? 
 How do you adapt to pain? Probe 
 Suggest areas of improvement in managing pain in PLHIV 
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   CODE NUMBER:  ----------- 
           STUDY SITE:            -------------- 
 
KITSO KA GA GAGO 
Bong:   
Dingwaga:   
Seemo sa thuto:   
Sebaka sa go okelwa mo lwapeng:   
 Itekodiso ya  botlhokwa 
1. Ke kopa gore o ntekodise ka ditlhabi  o bo o  mpontshe fa go leng botlhoko teng? 
2. Ke eng se se gakatsang kgotsa se se etegetsang botlhoko?    
Dintlha tse di ka amang itekodiso 
1. A  o atle o lape maikutlo? 
 
2. Go thuntshiwa mo go tsamaelana jang le go lapa maikutlo gag ago? 
 
3. Fa o bona , ke eng se se gakatsang botlhoko mo mmeleng wag ago? 
4. Ke eng se se go gakaletsang go kukega maikutlo? 
5. Fa o bona, a botlhoko jo o bo utlwang mo mmeleng le ditlhabi di na le kamano le go kukega  
maikutlo mo tlang o nna le gone? 
Dikakanyetso 
1. A ditlhabi tse o di a topegela? 
2. A botlhoko le ditlhabi tse o di utlwang di go itsa go dira dilo tse o eletsang go di dira? 
3. A o etle o ikutlwe e ka re o latlhegelwa ke tshepo kgotsa nnyaa? 
  Dikai tsa go amega  tlhaloganyo 
1. O ikutlwa jang ka botlhoko jo, le go bo itshokela? 
 
2. A o ikutlwa o siame kana o ete o tlala pelo kana o nna le boitlhobogo? 
 
3. A go na le nako e o etleng o ikutlwe e ka re o latlhegelwa ke taolo ya botshelo jwa gogo 
kgotsa tsotlhe di mo taolong? 
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4. Go ya ka wena , a bolwetsi  jwa gago bo ama seemo sa botshelo jwa gago ka 
kakaretso?  
. 
       Go tsayang karolo mo lwapeng le mo  sechabeng 
1. A  o santse o etla o dira ditiro tse o neng o etle o di dire?A o santse o bereka?A o kgona 
go dira ditiro tsa molwapeng? 
 
2. A o santse o kgona go dira dilo tse o neng o dirata jaaka metshameko,go itisa le ba  
lelwapa la gago le tse dingwe fela jalo? 
 
      Tshwaragano le bangwe ka  wena 
1. A ba lelwapa la gago ba go fa kemo nokeng le thotloetso? 
2. Ditsala tsone? (A o santse o na le ditsala tse di go emeng nokeng?) 
3. A  ba botsogo bone ba go eme nokeng? (La bofelo o etelwa ke modiri wa le phata la 
botsoga ke leng?) 
      Dintlha tsa go itshetlela 
1. O dira jang fa o le mo ditlhabing, botlhoko bo gaketse, bodutu le maikutlo a kgoberegile? 
2. O dira eng  go thusa go fokotsa go kukega maikutlo, ditlhabi le bodutu? (Fa  o bona    di 
sa bereke o atle o tsee kgato dife?Gole ga ntsi go diragala?) leng? 
3. Fa o ntse o seka seka, o bona e le eng se se berekang? 
4. Keng se o bonang se sa  bereke gotlhelele? 
5. Ke eng se o bonang se etegetsa ditlhabi le botlhoko le se se di kokobetsang?? 
6. O bolelela jang  batlamedi ba gago gore o gakaletswe ke ditlhabi le gore o mo 
botlhokong? 
7. Fa o le mo botlhokong o  o dira jang? 
8. Ke eng se o bonang se ka dirwa go thusa batho ba ba tshelang  le  mogare wa   HIV fa 
ba gateletswe , go ba thusa fa ba  le mo ditlhabing le go fokotsa botlhoko? 
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APPENDIX E: SELF DESIGNED OBSERVATIONAL GUIDE 
                               CODE NUMBER 
Study Site by District:               Kgatleng   -------------------- 
                                                                                          Kweneng   -------------------         
                          Gaborone  ---------------------          
                                           South East -------------------- 
OBSERVATIONAL SCHEDULE 
Instruction 
During the interview the field worker will observe respondents for any recurring adaptation 
problems  and decide whether to adjourn or act accordingly to relief the discomfort, and 
keep record of intervention employed as depicted below. 
 
 
Indicators of 
positive 
adaptation 
 
Problem/discomfort 
observed 
 
Yes 
 
No 
 
Intervention employed 
Oxygen  Inadequate 
gaseous exchange 
   
 Nutrition  Nausea and 
vomiting 
   
Elimination Bowel/bladder 
incontinence 
   
Activity and 
rest 
Activity intolerance    
Protection  Disrupted skin 
integrity/any 
presence of lesions, 
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sores, itching 
Sense Signs and 
symptoms of pain 
   
Fluid and 
electrolytes 
Presence of edema 
or  dehydration 
   
Neurological 
function 
Instability of 
behavior and mood 
   
Endocrine 
function 
Irritability, fatigue, 
heat intolerance 
  . 
 
General comments 
-------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------- 
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APPENDIX   F: SELF DESIGNED STRUCTURED INTERVIEW SCHEDULE 
              CODE NUMBER 
Study Site by District:               Kgatleng   --------------------- 
                                                                                          Kweneng   ---------------------            
                                  Gaborone  ----------------------          
     South East ---------------------- 
STRUCTURED INTERVIEW SCHEDULE 
 The questionnaire should take approximately 45 minutes to complete. Please note that all the information supplied in 
this questionnaire will be treated in strictest confidence and will NOT be used for any purposes except those of this 
research. 
 
SECTION A: ENVIRONMENTAL STRESSOR (CONTEXTUAL) 
CONTEXTUAL STIMULI (Chapter 3.3.2) 
No. ITEM RESPONSE 
 
1.1 
BACKGROUND CHARACTERISTICS  
 
Please indicate your gender.    
Male       
Female   
1.2 Indicate your  date of birth  
 
 
D D M M Y Y Y Y 
 
1.3 
 
Indicate your age in years Age in years   _________ 
1.4 
 
What is you highest academic qualification?  
 
Non Formal     
Primary            
Secondary       
Tertiary            
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1.5 
State   your source(s) of income: 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
………… 
1.6 
How adequate is your income to cover your daily living expenses? 
 
Sufficient                  
Barely Adequate       
Totally inadequate     
 
 
1.7 
DISEASE PROGRESSION 
 
What is your most recent CD4 count? 
 
 
_________________________________ 
1.8 What is your most recent viral load? 
 
_________________________________ 
1.9 Are you taking anti HIV medication? Yes        No  
1.9.1 
If yes, since when did you start treatment?   (In years or months) 
 
Years  _____  Months ________ 
1.10 
(11.2) When were  you first diagnosed with HIV? 
 
(11.1) How long have you known that you are HIV+? 
Year  _____________ 
 
Years : _______ Months: ______ 
1.11 How would you rate your illness? 
Not very sick   
Moderately ill   
Severely sick   
1.12 Do you experience any other health conditions in addition to HIV/AIDS? Yes              No  
1.13 If yes, do any of these   conditions cause you any pain? Yes              No  
 
1.14.1 
SOCIAL   HABITS 
 
Do you use any of the following? 
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1.14.2 Tobacco products Yes                   No  
1.14.3 Marijuana Yes                   No  
1.14.4 Alcohol Yes                   No  
1.15 
Briefly indicate your cultural belief regarding pain experience: 
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………
……………………………………… 
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    Mild =1  
Moderate=2 
Severe=3 
 Acute=1 
Chronic=2 
  Yes No 
Mild 
Mode-
rate 
Severe 
 
Acute Chronic 
1.16.1 Muscle aches                                                                           1 2 3  1 2 
1.16.2 Weakness                                                                              1 2 3  1 2 
1.16.3 Painful joints   1 2 3  1 2 
1.16.4 Fatigue   1 2 3  1 2 
1.16.5 Painful skin lesions   1 2 3  1 2 
1.16.6 Painful sores in mouth   1 2 3  1 2 
1.16.7 Difficulty concentrating   1 2 3  1 2 
1.16.8 Depression   1 2 3  1 2 
1.16.9 Memory loss   1 2 3  1 2 
1.16.10 Fear/Worry    1 2 3  1 2 
1.16.11 Fever   1 2 3  1 2 
1.16.12 Chills   1 2 3  1 2 
1.16.13 Day sweats    1 2 3  1 2 
1.16.14 Night sweats   1 2 3  1 2 
1.16.15 Loose stools   1 2 3  1 2 
1.16.16 Diarrhea   1 2 3  1 2 
1.16.17 Gas/Bloating   1 2 3  1 2 
1.16.18 Abdominal pains   1 2 3  1 2 
1.16.19 Shortness of breath at rest   1 2 3  1 2 
1.16.20 Wheezing   1 2 3  1 2 
1.16.21 
Shortness of breath at 
activity 
  
1 2 3  1 2 
1.16.22 Nausea   1 2 3  1 2 
1.16.23 Vomiting   1 2 3  1 2 
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1.16.24 Lack of appetite   1 2 3  1 2 
1.16.25 Coughing   1 2 3  1 2 
1.16.26 Blood in sputum    1 2 3  1 2 
1.16.27 Sore throat    1 2 3  1 2 
1.16.28 Painful swallowing    1 2 3  1 2 
1.16.29 Constipation   1 2 3  1 2 
1.16.30 Concern over weight loss   1 2 3  1 2 
1.16.31 Sleeplessness   1 2 3  1 2 
1.16.32 Anxiety                                                                                      1 2 3  1 2 
1.16.33 Palpitations   1 2 3  1 2 
1.16.34 Chest pains    1 2 3  1 2 
1.16.35 Dizziness   1 2 3  1 2 
1.16.36 Headaches    1 2 3  1 2 
1.16.37 Blurred vision   1 2 3  1 2 
1.16.38 Seizures/Tremors   1 2 3  1 2 
1.16.39 Numbness/tingling of arms   1 2 3  1 2 
1.16.40 
Numbness/tingling of 
hands/fingers  
  
1 2 3  1 2 
1.16.41 Numbness/tingling of legs    1 2 3  1 2 
1.16.42 
Numbness/tingling of 
feet/toes 
  
1 2 3  1 2 
1.16.43 Sore/bleeding gums   1 2 3  1 2 
1.16.44 Nose bleeding   1 2 3  1 2 
1.16.45 Easy bruising   1 2 3  1 2 
1.16.46 Flushing   1 2 3  1 2 
1.16.47 Swollen feet   1 2 3  1 2 
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FOCAL STIMULI (Chapter 3.3.1) 
Tick appropriately 
1.16. (a) Do you currently experience any one of the following signs/symptoms? 
      (b) If yes,   indicate the intensity as follows:  mild, moderate and   severe. Also indicate whether these symptoms 
are acute (intermittent) or chronic (persistent most of the time). 
 
 
17 SYMPTOM SELFREPORT CHAPTER 3.4.2.2. 
 
 
Figure 1: PAIN DRAWINGS   
INSTRUCTION  
 
 Using  a laminated template  that fit the human figure as shown here 
; Ask the patient to indicate where the pain is present and shade 
where there is pain, rate intensity of pain, medication taken to relief 
1.16.48 Swollen glands   1 2 3  1 2 
1.16.49 Rash   1 2 3  1 2 
1.16.50 Itching skin   1 2 3  1 2 
1.16.51 Rectal bleeding   1 2 3  1 2 
1.16.52 Rectal itching   1 2 3  1 2 
1.16.53 Rectal discharge   1 2 3  1 2 
1.16.54 Breast pain    1 2 3  1 2 
1.16.55 Burning urination   1 2 3  1 2 
1.16.56 Other:   1 2 3  1 2 
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pain  and any other non pharmacological means used to relieve pain.  State  if the measure(s) are effective or non 
effective. 
 
FACES OF PAIN 
Use the following guide if the respondent cannot decide on the severity of pain experienced 
None: 0-3 
Mild:4-6 
Moderate: 7-8 
Severe:9-10 
 
 
(A) ANTERIOR ASPECT 
Location 
(1 – 22) 
INTENSITY OF PAIN MEDICATION USED 
OTHER PAIN RELIEF 
MEASURES 
 
 
None Mild 
Mode-
rate 
Severe 
Type of  
medication 
Effective/  
Non effective 
Type of 
measure 
Effective/ 
Non effective 
1.17.1         
1.17.2         
1.17.3         
1.17.4         
1.17.5         
1.17.6         
1.17.7         
1.17.8         
1.17.9         
1.17.10         
 
 
 
  
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1.17.11         
1.17.12         
1.17.13         
1.17.14         
1.17.15         
1.17.16         
1.17.17         
1.17.18         
1.17.19         
1.17.20         
1.17.21         
1.17.22         
 
 
(B)    POSTERIOR ASPECT 
Location 
(23-45) 
INTENSITY OF PAIN MEDICATION USED OTHER PAIN RELIEF MEASURES 
 
None Mild 
Mode-
rate 
Severe 
Type of  
medication 
Effective/  Non 
effective 
Type of 
measure 
Effective/ Non 
effective 
1.17.23         
1.17.24         
1.17.25         
1.17.26         
1.17.27         
1.17.28         
1.17.29         
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1.17.30         
1.17.31         
1.17.32         
1.17.33         
1.17.34         
1.17.35         
1.17.36         
1.17.37         
1.17.38         
1.17.39         
1.17.40         
1.17.41         
1.17.42         
1.17.43         
1.17.44         
1.17.45         
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SECTION B: CONTROL PROCESS 
INDICATE THE EXTENT TO WHICH YOU AGREE ON EACH OF THE FOLLOWING STATEMENTS  
Key: 
Strongly Agree (SA) = 4 
Agree (A) = 3 
Disagree  (D)= 2 
Strongly Disagree (SD) = 1  
 
  SD D A SA 
2 PERCEPTION OF SYMPTOM DISTRESS (CAHPTER 3.4.1)     
2.1 People do not realise how much pain I am in 1 2 3 4 
2.2 Pain will eventually totally incapacitates me 1 2 3 4 
2.3 I hide the   fact that I am in pain                                                          1 2 3 4 
2.4 Most people are uncomfortable around people suffering pain     
2.5 I am afraid to tell other that I am in pain 1 2 3 4 
2.6 I am worried about others finding out that I am in pain 1 2 3 4 
2.7 I am afraid that my pain might get worse 1 2 3 4 
2.8 People will grow more distant from me due to my pain 1 2 3 4 
3 PERCEPTION OF CONTROL OVER LIFE EVENTS AND HARDINESS     
3.1 I feel in control of my live despite the pain I am suffering 1 2 3 4 
3.2 If something can go wrong for me it will 1 2 3 4 
3.3 I am optimistic about my future 1 2 3 4 
3.4 I am able to accomplish my goals 1 2 3 4 
3.5 I believe that “every cloud has a silver lining” 1 2 3 4 
4 MODE OF ADAPTATION PHYSIOLOGICAL AND PERCEPTION OF     
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DISABILITY 
(Chapter 3.4.1.4) AND (Chapter 3.4.1.1) 
4.1 Opportunistic infections make the pain worse 1 2 3 4 
4.2 The pain interrupts my sleep 1 2 3 4 
4.3 I  do not eat properly because of pain 1 2 3 4 
4.4 Pain interferes with my bodily movement 1 2 3 4 
4.5 I am satisfied with my physical activities 1 2 3 4 
4.6 I am physically limited in my ability to do my routine household chores 1 2 3 4 
4.7 Pain limits my ability to be physically active 1 2 3 4 
8 MODE OF ADAPTATION PSYCHOLOGICALLY  (Chapter 3.4.3)     
8.1 The pain I am suffering makes me feel hopeless     
8.2 I enjoy my life     
8.3 I am in control of my life     
8.4 I am demolarised by the pain I an experience       
8.5 My pain cotrols my life     
8.6 The pain I endure degrades me     
8.7 My experience of pain  makes me a better person     
8.8 I cannot change my circumstances     
8.9 Pain leaves me feeling less self-confident     
8.10 Pain does not change the way I feel about myself     
11 ROLE FUNCTION (CHAPTER 3.4.3.2)     
11.1 I am not able to engage in social activity and recreation because of pain 1 2 3 4 
11.2 I am able to do my daily household chores as I have in the past  1 2 3 4 
11.3 I am too tired to be socially active 1 2 3 4 
11.4 I am satisfied with my social activity and involvement 1 2 3 4 
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11..5 I have not being able to live my live as I would like to  1 2 3 4 
11.6 Pain isolates me from other people 1 2 3 4 
11.7 Pain interferes with my exercise program 1 2 3 4 
11.8 My state of pain embarrasses me   1 2 3 4 
 
11.9 
I still accomplish my role in my family despite my pain 1 2 3 4 
11.10 I keep contact with friend despite my pain 1 2 3 4 
12 INTERDEPENDENCE MODE (CHAPTER 3.4.3.3-4)     
12.1 
Relationship with my family has changed negatively due to the pain I 
experience 
1 2 3 4 
12.2 I have adequate resources including medications for pain and other symptoms 1 2 3 4 
12.3 I also use home remedies to manage pain and other symptoms  1 2 3 4 
12.4 
I have access to what the government offers for care at home (i.e. food, 
medications, counseling, and toilet utilities)     
1 2 3 4 
12.5 I am hurt about the way people react to my pain  1 2 3 4 
12.6 The attitudes of my caregivers towards me is positive                                                 1 2 3 4 
12.7 My circle of friends have shrinked due to the pain I am in     
12.8 I am becoming more dependent upon others to assist me     
12.9 My family supports me     
12.10 The pain I expereince isolates me from others     
12.11 I am a member of a “buddy system     
12.12 I like having people around     
13 ADAPTIVE AND IN-EFFECTIVE BEHAVIOURS (Chapter 3.5)     
13.1 When I am in pain I keep myself busy     
13.2 When I am in pain I keep my think of positive things      
13.3 When I am in pain I tend to become angry towards others and life     
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13.4 My pain frustrates me     
 
 
14. Can you explain any factors that seem to precipitate pain? 
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
…………………………………………………………………………………… 
15. What makes the pain better? (Please explain in detail)  
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
…………………………………………………………………………………… 
16. Do you ever consult private medical practitioner? If the answer is yes, under what circumstances? Explain in 
detail. 
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
…………………………………………………………………………………… 
17. Suggest ways to improve managing pain. 
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………
……………………………………………………………………………………THANK YOU!! 
 
 
 
 
 
 
380 
 
APPENDIX G: TRAINING MANUAL FOR RESEARCH ASSISTANTS 
TRAINING MANUAL FOR RESEARCH ASSISTANTS 
TITLE OF STUDY: PAIN MANAGEMENT IN PEOPLE LIVING WITH HIV ON HOME 
BASED CARE IN BOTSWANA 
PRINCIPAL INVESTIGATOR: LILLIAN MOREMI 
 
Background and purpose of the study 
The purpose of this study is to explore pain experiences of PLHIV on home-based care, explore 
the modalities of pain relief and treatment implemented by PLHIV on home- based care, identify 
factors influencing pain management negatively and attain these purposes within the theoretical 
guidance provided by Roy’s Adaptation Model (RAM). 
Locating respondents and building rapport 
 Locating respondents - visit to respondents homes should be as guided by health 
personnel from nearby public institution  
 Building rapport 
Dress code - casual Tswana acceptable full dress so that the physical appearance showed 
respect for self and others, disclosed personal and professional life details and relation to 
research. 
Sitting arrangement – It is  important  to sit  close next to the respondent and speaking  in a 
friendly manner and ensure that proper Setswana language is used. Sitting close to someone is 
culturally accepted as a sign of love, care and belonging, and looking each other on the face 
which also shows transparency and respect. 
 
Managing agreements – The environment should be  free from distractions by making 
agreements on ground rules such as muting of cell phones and not allowing in-coming visitors.  
Listened attentively, making close observation and sharing same feelings  to show empathy.  
Issues related to ethical considerations 
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Issues relating to ethics were explained such informed consent, privacy, confidentiality and 
honesty 
Demonstrations of data collection episodes followed by trial runs of data collection 
(using appendix). 
 Obtaining   consent – Explain instructions about proceedings of the interview and sign 
up consent form once informants agree to participate (Appendix ). 
Role plays to gain insights into the experience 
Role plays are done to provide research assistants with a similar experience before the actual 
data collection 
Obtaining responses and recording information 
All questions should be read out and responses to be filled out as instructed in the 
questionnaire. 
Managing patients during data collection 
Respondents are to be observed for any sign of discomfort during data collection and the 
session to be adjourned accordingly. Respondents should be allowed to take pain medication 
should the need arise. 
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APPENDIX H: THE NURSING PROCESS AND ROY ADAPTATION MODEL 
THE NURSING PROCESS AND ROY ADAPTATION MODEL: AN OVERVIEW 
The Roy Adaptation model (RAM) views a human being as an adaptive system. The RAM   
nursing process includes six steps; assessment of behavior, assessment of stimuli, nursing 
diagnosis, goal setting, intervention and evaluation (George 2011:304; Roy & Andrews 1999:64 
& 114). 
Assessment of behavior:   first step in the nursing process whereby the nurse uses 
observational skills and effective communication to assess and gather data on  current behavior 
in each of the four adaptive modes; physiological-physical, self-concept, role function and 
interdependence discussed in detail on section 2.4.2.2.2 of this thesis (George 2011:304;Roy 
&Andrews 1999:64). 
Assessment of the stimuli:   second step in the Roy nursing process and it entails 
identification of external and internal stimuli that influence the person’s adaptive system 
behaviors or ineffective behaviors identified in the second step (George 2011:304;Roy 
&Andrews 1999:71). The stimuli are classified as focal, contextual and residual and discussed 
in section 2.4.1 of this report. 
Nursing diagnosis: step three of the nursing process whereby  the nurse formulates 
statements that explains data about the status of adaptation of the person, providing specifics 
about the behavior and the relevant stimuli  (George 2011:309; Roy &Andrews 1999:77). 
Goal setting: forth step of the nursing process whereby the nurse determines behavioural 
outcomes for nursing intervention and this is done with involvement of the person. Plan of 
activities is drawn which would later be assessed against the set behavioural outcomes  
(George 2011:314: Roy &Andrews 1999:81). 
Intervention: fifth step of the nursing process whereby the nurse implements activities  planned 
to assist the person achieve the set goals with greater involvement of the person as the 
recipient of nursing care (George 2011:315: Roy &Andrews 1999:86). 
Evaluation: the sixth and the final step of the nursing process examines the person to establish 
if the nursing interventions have  been effective or not against the set goals, and “readjustment” 
made when necessary (George 2011:319: Roy &Andrews 1999:89). 
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APPENDIX I: CONFIRMATION LETTER OF PARTICIPATION FROM 
TRANSLATOR
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APPENDIX   J:  CONFIRMATION LETTER FROM THE STATISTICIAN 
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APPENDIX K: TABLES SHOWING CROSS TABULATIONS  
Table 6.67: Correlation of respondents with adequate finances who used private 
medical services   
Dependent 
variable  
Consultation of 
private medical 
practitioners 
Independent variable (factor)  
 
Remark 
Income adequacy 
Indicate whether 
you ever consult 
private medical 
practitioner 
Chi-square df P value A significant percentage of  
respondent (85%) who 
consult private medical 
practitioners are those that 
have reported sufficient 
income. There was a 
statistically significant 
relationship between income 
adequacy and consultation 
of private medical 
practitioners (X
2
: p<0.05).  
21.920 11 0.025 
 
 
 
Table 6.68:   Cross tabulation of biographic data versus  level of illness  
 
Dependent 
variable  
Recent CD4 count 
Independent variable (factor)  
 
Remark 
Indicate your most 
recent CD4 count 
Level of illness 
Of the respondents who 
were severely sick, 85% of 
them reported less than 
200 CD4 counts 12 % were 
moderately sick. There was 
a statistically significant 
relationship between CD4 
count and the level of 
illness (X
2
: p<0.05).  
Chi-square df P value 
19.812 13 0.010 
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Table 6.69: Cross tabulation of biological indicators versus demographic characteristics 
Dependent 
variable  
Taking anti HIV 
medication 
Independent variable (factor)  
 
Remark 
Indicate whether 
you  are on ARVs 
Recent CD4 count 
 98% of those who 
reported a CD4 count of < 
300 were on medication 
while only 15% of those 
with a CD4 count> than 
400 were on medication. 
There was a statistically 
significant relationship 
between CD4 count and 
the intake of ARVs (X
2
: 
p<0.05).  
Chi-square df P value 
17.535 8 0.025 
Table 6.70: Cross tabulation of respondents' self-concept versus level of illness  
 
Dependent 
variable  
I am optimistic 
about my future 
Independent variable (factor)  
 
Remark 
Level of illness 
Indicate whether 
you are optimistic 
about their future 
 
 
Chi-square df P value 
Of the respondents who 
were very optimistic about 
their future, 35% of them 
were severely sick while 
40% of those who were not 
optimistic about their future 
reported that they were not 
very sick. The difference 
was not statistically 
significant (X
2
: p>0.05). 
8.547 15 0.90 
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Table 6.71: Cross tabulation of relationship with family relations versus social 
isolation 
 
Dependent 
variable  
Relationship with 
my family has 
changed 
negatively due to 
the pain I 
experience 
Independent variable (factor)  
 
Remark 
Indicate whether 
the relationship 
has changed 
Pain isolate me from other people 
 Of the 56.5% of the 
respondent who felt pain 
isolate them from other 
people are those that had 
reported negative change in 
the way they related with 
their families. There was a 
statistically significant 
relationship among the two 
variables(X
2
: p<0.05). 
Chi-square df P value 
21.666 9 0.01 
 
Table 6.72:  Cross tabulation of family relations versus social support 
 
Dependent 
variable  
I enjoy my life 
Independent variable (factor)  
 
Remark 
Indicate whether 
you enjoy your life 
My family supports me  
 More than 70% (71.5%) of 
the respondent who 
reported to be enjoying life 
are those that have family 
support. Only 16% of those 
without family support have 
reported to be enjoying life. 
There was a statistically 
significant relationship 
between the two 
variables(X
2
: p<0.05).  
Chi-square df P value 
41.869 18 0.001 
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Table 6.73 : Cross tabulation of self-report versus 
economic status 
 
Dependent 
variable  
Intensity of the pain 
Independent variable (factor)  
 
Remark 
Indicate  the 
intensity of pain 
experienced 
 
  
Consultation of private medical practitioners 
53.4% of the respondents 
who consulted private 
medical practitioners have 
indicated that they were 
experiencing severe pains. 
45% of those reporting mild 
pains are those that have 
never consulted a private 
medical practitioner. 
However the difference was 
not statistically significant 
(X
2
: p>0.05). 
Chi-square df P value 
9.390 18 0.95 
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Table 6.74: Cross tabulation of self-report versus biological indicators 
 
Dependent 
variable  
Intensity of the 
pain 
Independent variable (factor)  
 
Remark 
Indicate  the 
intensity of pain 
experienced 
Effectiveness of the Medication used 
 Of the respondent who 
have reported to be 
experiencing mild pains 
58% of them have reported 
that the medication that 
they use is effective and 
49.4% of those reporting 
severe pains have 
indicated that the 
medication is non-effective. 
There was a statistically 
significant relationship 
between effectiveness of 
the Medication used and 
the intensity of pain 
.experienced (X
2
: p<0.05).  
Chi-square df P value 
25.188 10 0.005 
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Table 6.75: Cross tabulation of perception of symptom distress versus self-report 
 
Dependent 
variable  
 
Intensity of the 
pain 
 
Independent variable (factor)  
 
Remark 
Pain will eventually totally incapacitates 
me 
Indicate  the 
intensity of pain 
experienced 
Chi-square df P value 
Of the respondents who have 
reported to be experiencing severe 
pains 65.7% of them have the feeling 
that pain will eventually totally 
incapacitates them. 79.4% of those 
reporting mild pains have indicated 
that they have the feeling that pain 
will eventually totally incapacitate 
them. There was a statistically 
significant relationship between the 
intensity of pain experienced and the 
feeling that pain will totally 
incapacitates the respondent (X
2
: 
p<0.05).  
16.013 7 0.025 
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Table 6.76: Cross tabulation of physical pain versus perception of symptom 
distress 
 
Dependent 
variable  
Indicate the 
symptoms 
Independent variable (factor)  
 
Remark 
Indicate whether 
the symptoms are 
acute or chronic 
Pain limits my ability to be physical active 
 37.6% of the respondents 
who were reporting the 
symptoms to be chronic have 
indicated that pain limits their 
ability to be physical active 
and 44% of those reporting 
that pain limits their ability to 
be physical active reported 
acute symptoms. However 
the difference was not 
statistically significant (X
2
: 
p>0.05).  
 
Chi-square df P value 
17.275 11 0.10 
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Table 6.77:  Cross tabulation of Intensity of the pain versus recent CD4 count 
 
Dependent 
variable  
 
Intensity of the 
pain 
Independent variable (factor)  
 
Remark 
CD 4 Count 
Indicate  the 
intensity of pain 
experienced 
Chi-square df P value 
Of the respondents who have 
reported to be experiencing 
severe pains 73.8% are those 
that have 300 or less CD 4 
count. 75.6% of those 
reporting mild pains are those 
that have 301 or more CD 4 
count. There was a 
statistically significant 
relationship between the 
intensity of pain experienced 
and CD4 count (X
2
: p<0.05). 
29.59 10 0.001 
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Table 6.78: Cross tabulation of self-esteem and low morale 
 
Dependent 
variable  
Pain leaves me 
feeling less self-
confident 
Independent variable (factor)  
 
Remark 
My pain frustrates me 
Pain leaves me 
feeling less self-
confident 
Chi-square df P value Of the respondents who 
report less self-confident 
55% of them indicated that 
the pain they experience 
frustrates them 22.3% of 
those who felt pain 
frustrated them did not 
report less self-confident. 
There was a statistically 
significant relationship 
between the two 
variables(X
2
: p<0.05).  
41 14 0.01  
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Table 6.79: Cross tabulation of the perception of symptom distress versus control 
over life events and hardiness 
 
Dependent 
variable  
Indicate the 
symptoms 
Independent variable (factor)  
 
Remark 
I am able to 
accomplish my 
goals 
Indicate whether the symptoms are acute or chronic  
Of the respondents who 
indicated their symptoms to 
be acute, 58.2% agree that 
they will accomplish their 
goal, while 41.8% feels 
unable to accomplish their 
goals. Of the respondents 
who reported chronic 
symptoms 74.5% indicated 
that they are unable to 
accomplish their goals, 
while 25.5% indicated that 
they are able to accomplish 
their goals. There was a 
statistically significant 
relationship between the two 
variables (X
2
: p<0.05).  
Chi-square df P value 
124.116 9 0.01 
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Table 6.80: Cross tabulation of  self-report  versus perception of disability 
 
Dependent 
variable  
 
Independent variable (factor)  
 
Remark 
Pain interferes 
with my bodily 
movement 
Indicate  the intensity of pain experienced Of the respondents who 
indicated severe pain, 
64.1% reported that pain 
interferes with their bodily 
movement while 52.6% 
reported mild pains. 
However the difference 
was not statistically 
significant (X
2
: p>0.05).  
 Chi-square df P value 
13.903 12 0.307 
 
 
 
 
Table 6.81: Cross tabulation of self-report versus family relations  
 
Dependent 
variable  
 
Independent variable (factor)  
 
Remark 
I still accomplish 
my role in my 
family despite my 
pain 
 
 
 
 
The intensity of pain experienced  Of the respondents who 
have reported to be 
experiencing mild pains 
69.7% of them have 
reported that they are still 
able to accomplish their 
roles in the family. On the 
other hand 59.4% of those 
reporting severe pains have 
indicated that they are 
unable to accomplish their 
roles. There was a 
statistically significant 
relationship between the two 
variables (X
2
: p<0.05).  
Chi-square df P value 
28.778 12 0.004 
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Table 6.82: Cross tabulation of perception of symptom distress versus social 
support 
 
Dependent 
variable  
 
Independent variable (factor)  
 
Remark 
The attitude of my 
Caregivers toward 
me is positive 
 
 
 
 
People will grow more distant from me  due to the 
pain 
Of the respondents who 
believe that people will grow 
more distant from them due 
to the pain 26% of them 
have reported that the 
attitude of their Caregivers is 
not positive. On the other 
hand 70% of those who do 
not believe that people will 
grow more distant from them 
due to the pain reported 
positive attitude from the 
caregivers. There was a 
statistically significant 
relationship between the two 
variables (X
2
: p<0.05). 
Chi-square df P value 
35.178 12 0.000 
 
Table 6.83: Cross tabulation of self-report versus perception of symptom distress 
Dependent 
variable  
 
Independent variable (factor)  
 
Remark 
I hide the fact that 
I am in pain 
Indicate  the intensity of pain experienced Of the respondents who indicated 
severe pains, 64.1% reported that 
they hide the fact that they are in 
pain while 52.6% of those reporting 
mild pains indicated that they hide 
the fact that they are in pain. 
However the difference was not 
statistically significant (X
2
: p>0.05).  
 
 
Chi-square df P value 
15.391 12 0.221 
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Table 6.84: Cross tabulation of knowledge of pain management strategies by 
gender 
 
Dependent 
variable  
Interventions that 
reduces pain 
Independent variable (factor)  
 
Remark 
 
Pain stops on its 
own 
Gender 
44.8% of males indicated that pain stops on its 
own while 15.5% of females shared the same 
view. 
However this view was not statistically 
influenced by gender (X
2
: p>0.05).  
Chi-square df P value 
6.251 3 0.10 
Pain Medications 
 
12.838 3 0.005 More females, 43.7% than males, 19.5% 
indicate that they use pain medications to 
reduce pain, and this view was statistically 
influenced by gender (X
2
: p<0.05). 
Warm water and 
salt 
11.345 3 0.01 20.8% of males indicated that they use warm 
water and salt while 25.5% of females shared 
the same view. There was a statistically 
significant relationship between their view and 
gender (X
2
: p<0.05). 
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Table 6.85: Cross tabulation of self-report and effects on activities of daily living 
activity 
 
Dependent 
variable  
 
Independent variable (factor)  
 
Remark 
pain interferes with 
my physical 
activity 
The intensity of pain experienced 87.6% of the respondents 
who were experiencing 
severe pains belief that pain 
interfere with their physical 
activity. 65% of those 
reporting mild pains also 
reported that pain interferes 
with their physical activity  
However the difference was 
not statistically significant 
(X
2
: p>0.05).  
Chi-square df P value 
8.547 15 0.90 
 
 
Table 6.86:  Cross tabulation of feelings of hopelessness versus family support 
 
Dependent 
variable  
Independent variable (factor)  
 
Remark 
Respondents’ 
believe that pain 
would make them 
feel hopeless 
 
 
 
 
 
Family support  Of the respondents who 
have reported to have family 
support 78% of them have 
reported that they believe 
that pain would not make 
them feel hopeless. 58.7% 
of those who do not have 
family support believe that 
pain would make them feel 
hopeless. There was a 
statistically significant 
relationship between the two 
variables. (X
2
: p<0.05).  
Chi-square df P value 
36.191 19 0.01 
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Table 6.87:  Cross tabulation of self-report and psychological adaptation to pain  
 
Dependent 
variable  
 
Independent variable (factor)  
 
Remark 
I am in control of 
my life 
 
 
 
the symptoms of the pain - acute or chronic  47.4% of the respondents 
who were reporting the 
symptoms to be chronic 
have indicated to be in 
control of their life and 54% 
of those reporting not to be 
in control of their life 
reported acute symptoms. 
However the difference was 
not statistically significant 
(X
2
: p>0.05). 
Chi-square df P value 
14.732 12 0.256 
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Table 6.88: Cross tabulation of symptoms of the pain versus respondent s 
opinion on whether they have access to what the government offers for care at 
home 
Dependent 
variable  
 
Independent variable (factor)  
 
Remark 
Respondent s 
opinion on whether 
they have access to 
what the 
government offers 
for care at home 
The symptoms of the pain - acute or chronic  42.3% of the respondents who 
were reporting the symptoms 
to be chronic have indicated 
that they have  access to what 
the government offers for care 
at home .33.3% of those 
reporting no access to what 
the government offers for care 
at home  reported acute 
symptoms. However the 
difference was not statistically 
significant (X
2
: p>0.05).  
Chi-square df P value 
8.947 12 0.707 
 
 
 
 
 
 
 
 
 
 
 
 
